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IDENTIFYING STRATEGIES TO INCREASE THE RECRUITMENT AND RETENTION 
OF MINORITY MALES IN THE PUBLIC HEALTH WORKFORCE:  
A TWO-STATE COMPARATIVE CASE STUDY APPROACH 
 
by  
MELICENT ROBINSON MILLER 
(Under the Direction of Gulzar H. Shah) 
ABSTRACT 
Non-White males have higher rates of morbidity and mortality from chronic health conditions as 
compared to Whites. An essential element for achieving success in eliminating health disparities 
is to increase the presence of racial/ethnic minorities (i.e., people of color) within public health 
careers.  One of the most important competencies for a public health professional is the ability to 
work in culturally and racially diverse populations. Yet, individuals are significantly more likely 
to receive their care and experience greater satisfaction from providers that are of the same racial 
or ethnic background. The racial/ethnic composition of the health professions workforce 
continues to lag behind the increasing diversity of the U.S. population, especially in its 
representation of minority males. The purpose of this study is to identify recruitment and 
retention strategies used in local health department or state health agency and barriers to a 
diverse workforce. Using organizational support theory, this cross-sectional study design drew 
primary data collected from employees through electronic self-administered survey (n=23) and 
audio recorded leadership interviews (n=17). The electronic surveys assessed the participants’ 
demographics, perceived occupational support (POS), perceived supervisor support (PSS), 
organizational commitment (OC) and retention through close-ended survey questions. Open-
ended survey questions were used to assess recruitment and retention practices. Leadership 
interviews were conducted to gather further detail of the recruitment and retention practices 




reliability of the summarized scales in the survey instrument were determined by Cronbach’s 
alpha statistical analysis. Descriptive statistical analysis was conducted to present frequency 
distributions of minority males’ POS, PSS, OC, and retention. Simple linear regression models 
were applied to determine the association of predictors of interest with retention. The open-ended 
survey responses and leadership interviews were coded by themes, concepts, and frequency. 
Participants sited traditional electronic and non-electronic methods for recruiting candidates to 
apply for vacant positions. Benefits, work culture, and training opportunities were strategies used 
to retain staff. Budget restrictions, lack of agency-wide policies and procedures, and COVID-19 
created barriers for recruiting and retaining staff especially for those who aimed to create a 
diverse workforce.  
 
INDEX WORDS: Public health, Local health department, State health agency, Recruitment, 
Retention, Diversity, Organizational Support Theory, Organizational support, Supervisory 
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In the U.S., some groups of people have higher rates of morbidity and mortality from 
chronic disease and health conditions as compared to other groups. The incongruous situations 
that result and impact health status are referred to as health disparities which may be based on a 
variety of factors including race, ethnicity, disability, sex or gender, and income (National 
Institutes of Health (NIH), 2016). With regard to racial and ethnic groups, African Americans, 
Latinos, American Indians and Alaskan Natives, and some Asian American and Pacific Islander 
subgroups are underrepresented minorities. The disproportionate burden of health problems 
experienced, and lesser quality of healthcare received by these groups, results in large racial and 
ethnic population subgroups with significant unmet health needs (Kreuter et al., 2011). 
Additionally, males belonging to these disparate populations experience higher rates of 
morbidity and mortality related to cancer, cardiovascular disease, violence prevention, diabetes, 
obesity, and melanoma (Minority Men's Health Initiative [MMHI], 2016). Scientists believe that 
health disparities are a result of the complex interaction between internal and external factors 
such as genetics, physical and social environments, and health behaviors (Kreuter et al., 2011). 
For decades, health disparities have been a growing problem in the U.S. resulting in national 
goals of eliminating disparities and achieving health equality through Healthy People 2010 and 
Healthy People 2020 (U.S. Department of Health and Human Services [DHHS], 2010).    
Racial and ethnic minority groups account for nearly one-third of the U.S. population, 
which is estimated to increase to 50% by 2050 (Kreuter et al., 2011). Moreover, the Hispanic 
population is expected to more than double and the African American population to increase 




from 41.2 million to 61.8 million (Phillips & Malone, 2014). The 2011 National Healthcare 
Disparities Report indicated a link to the health disparities in the nation's population relating to a 
lack of workforce diversity among the healthcare workforce. Among healthcare workers, African 
Americans and Hispanics are disproportionately underrepresented as compared to their White 
and Asian counterparts. These forecasts create pressure on healthcare delivery systems, to 
respond to the present and future healthcare needs of the diverse U.S. population (Salvucci & 
Lawless, 2016).  
Many within the U.S. population receive care at 2,800 LHDs across the country. 
Therefore, state health agencies (SHA) and LHDs are key stakeholders in achieving the goal of 
eliminating health disparities (Rivera, 2012). LHDs are charged with carrying out their missions 
of promoting the health and well-being of residents within the communities they serve as 
demands for public health services continue to rise and budgets continue to shrink (Darnell et al., 
2013).  
An essential element for achieving greater success in eliminating health disparities that 
exist among racial and ethnic groups is to increase the presence of minorities within public 
health careers. While one of the most important competencies for a public health professional is 
the ability to work in culturally and racially diverse populations (Kreuter et al., 2011), patients 
are significantly more likely to receive their care and experience greater satisfaction from 
providers that are of the same racial or ethnic background. The lack of a diverse workforce may 
foster lingual and cultural barriers, biases, and clinical uncertainty within the patient–provider 
relationship (Mitchell & Lassiter, 2006). 
 




Statement of Problem 
Public health face significant challenges in workforce recruitment and retention. Despite 
the benefit of increasing workforce diversity, the racial/ethnic composition of the health 
professions workforce continues to lag behind the increasing diversity of the U.S. population 
(Mitchell & Lassiter, 2006). The Public Health Workforce Interest and Needs Survey (PHWINS) 
revealed in its 2014 study that among the more than 23,000 state and local public health workers 
surveyed, 70% were White and 28% were male (Sellers et al., 2015). Hispanic/Latino public 
health workers make up less than 10% of the workforce as compared to 17% of the U.S. 
population. (U.S. Census, 2014). Despite a high level of job satisfaction (79% are somewhat or 
very satisfied with their jobs), of the nearly 20% of the public health workforce, 13% plan to 
leave their current position within the next year for jobs that are not in public health. An 
additional quarter of the workforce surveyed within SHA plan to retire before 2020 (Sellers et al, 
2015).  
 Previous research on public health workforce focused on describing the size and 
composition, identifying skills and training gaps, and supporting the need for improved 
recruitment and retention (Sellers et al., 2015). However, past studies have relied on national 
samples to enumerate the state and local level public health workforce (Sellers et al., 2015) and 
do not include data on workforce demographics or job function (Gebbie, Merril, & Tilson, 
2002) which has left gaps in the literature on public health workforce diversity (Hilliard & 
Boulton, 2012). Although the literature provides comparable workforce characteristic and 
enumeration (Coronado, Polite, Glynn, Massoudi, Sohani, & Koo, 2013; Sellers et al., 2015), a 
current assessment of LHD recruitment and retention strategies are left untapped. Furthermore, 
LHD staff turnover, recruitment and retentions represent major concerns among LHD leadership 




(Darnell et al., 2013). Using an exploratory research study design, this research fills some of the 
gaps in the existing body of literature as it explores the impact of these strategies on attracting 
workforce and reducing turnover in an effort to match public health workforce more closely to 
the communities that they serve. 
 
Purpose Statement 
The main purpose of this study, guided by the organizational support theoretical 
framework, is to assess and analyze LHD and SHD employees’ perceptions of supports received 
from their health department and strategies used to increase the recruitment and retention of 
minority males in the public health workforce. By examining the characteristics associated with 
the employee recruitment and retention strategies and employee perceived organizational and 
supervisory support, and commitment, best practices can be developed that include a 
comprehensive approach to reducing health disparities of minority males through community-
level engagement, emphasizing equity, diversity, and cultural and linguistic competency in 
public health. This study seeks to identify strategies that can be used to increase the recruitment 
and retention of minority males in the public health workforce based on these theoretical 
frameworks. A mixed-method design survey including both qualitative and qualitative items 
supplies the influence of information on an applicant's attraction to a recruiting health 
department and workforce perceived organizational support (POS), perceived supervisor support 
(PSS), and occupational commitment (OC). This study seeks to identify multidisciplinary 
strategies that can be used to increase the recruitment and retention of minority males in the 
public health workforce based on these theoretical frameworks. Case interviews provide an 
opportunity to go beyond anecdotal concerns of minority male public health workforce 




representation in public health and systematically and holistically describes recruitment and 
retention successes and challenges (Moore, 2009) in the public health workforce across Virginia 
and North Carolina. 
 
Research Questions 
The research questions for this study include: 
1. What strategies are being used by health departments to recruit employees? 
2. What strategies are being used by health departments to retain employees? 
Sub-questions 
a. What is the level of perceived organizational support amongst minority males? 
b. What is the level of perceived supervisor support amongst minority males? 
c. What is the level of organizational commitment amongst minority males? 
3. What strategies are being used to create a diverse workforce?1 
 
Delimiters 
The location of the study was in Virginia and North Carolina. The study sample included 
participants who were employed at health departments within each state. The quantitative data 
for this research was collected using Survey of Perceived Organizational Support (SPOS), 
Survey of Perceived Supervisor Support (SPSS), and Occupational Commitment Questionnaire 
(OCQ). The researcher interviewed the employees whose titles were classified as supervisor, 
manager, director, or human resources personnel and who voluntarily agreed to participate in the 
interview.  
 
1 Strategies used to create a diverse workforce may include recruitment and retention strategies. 





The assumptions of the study were as follows:  
1) All participants completing the surveys and interviews answered honestly reflecting their 
opinions; and  
2) The survey and interview guide satisfactorily assessed public health worker perceptions of 
factors associated with employee recruitment and retention strategies. 
 
Definition of Terms 
The following terms are used throughout this research. 
• local health department (LHD): An administrative or service unit of local or state 
government, focused on health, and carrying some responsibilities for the health-related 
services of a jurisdiction smaller than the state (NACCHO, 2016).  
• minority: an individual who self-identifies racially as non-White and usually refers to 
four major racial and ethnic groups: African Americans, American Indians and Alaska 
Natives, Asian American and Pacific Islanders, and Hispanics/Latinos. Another accepted 
term to describe individuals who self-identify as a racial minority include person of color 
or Black, Indigenous, person of color. 
• occupational commitment:  the relative strength of an individual’s recognition with, and 
participation in, an organization (Eisenberger, Huntington, Hutchison, and Sowa, 1986). 
• organizational support theory: Developed by Eisenberger, Huntington, Hutchison, and 
Sowa, (1986) and Shore and Shore (1995), this theory posits that to determine the 
organization’s readiness to reward increased work effort and to meet socioemotional 
needs, employees assign human-like characteristics to organization and develop global 




beliefs concerning the extent to which the organization values their contributions and 
cares about their well-being.  
• perceived organizational support: a construct of organizational support theory in which 
employees’ perception concerning the extent to which the organization values their 
contribution and cares about their well-being (Eisenberger, et al. 1986). 
• perceived supervisor support: the degree to which supervisors value their contributions 
and care about their wellbeing (Eisenberger, et al. 1986).  
• public health worker: an employee within a local health district whose duties align with 
the 10 Essentials of Public Health Services. 
• recruitment: the process of attracting, screening, and selecting qualified applicants to 
apply and accept a position within an organization for employment (Substance Abuse and 
Mental Health Services Administration [SAMHSA], n.d.)  
• retention: the process of motivating, rewarding, and supporting employees for excellence 
in support of the organizational mission and goals with the outcome of increased job 
performance and tenure (SAMHSA, n.d.) 
• state health agency (SHA): government entity tasks with protecting and promoting the 
health, well-being, and safety of their citizens. To fulfill this responsibility, SHA perform 
a wide range of activities and functions including but not limited to: collaboration with 
local health departments, the healthcare sector, other state health agencies, and other 
partners; carrying our federal government program and fiscal responsibilities; training 
LHD employees; and providing care (Association of State and Territorial Health Officials 
(ASTHO), 2014) 
 




Organization of Remaining Chapters 
This research is segmented into five chapters, references, and appendices. In Chapter 1, 
the introduction, problem statement, purpose of the study, research design and questions, 
significance of the study, and delimiters are presented. Chapter 2 provides a comprehensive 
review of related literature to including the makeup of the public health workforce, role of 
LHDs, strategies used to recruit and retain staff, and theoretical framework. Chapter 3 details the 
methodology of the quantitative and qualitative process of the study. Chapter 4 presents the 
results of the study. Chapter 5 discusses the conclusion of the research. 






In this review of the literature, the recruitment and retention are defined in the context of 
strategies and activities used by SHAs/LHDs to attract, screen, select, and increase the tenure in 
relation to the role of these public health agencies and the public health workforce. Additionally, 
this section provides an explanation of research using the theoretical framework, Organizational 
Support Theory, and a cross-sectional survey design. This review includes evidence of status, 
benefits, and barriers to recruiting a diverse workforce inclusive of minority males at 
SHAs/LHDs and illuminates the gaps in the current field of study. It also provides a platform to 
which this overall research is based.  
 
Role of Public Health Agencies 
The nature of governmental public health agencies at the state and local levels varies 
considerably across the country. Each of the 50 states and the District of Columbia have 
established a SHA that serves as the locus of state governmental public health activity by serving 
as leaders in the integration of the public health and healthcare sectors (Salinsky, 2010; ASTHO, 
2014). In most states (55%), the health agency is an independent agency. A third of states (n=14) 
have a centralized or largely centralized governance structure where local health agencies are 











State and Local Health Department Governance Classification Map (CDC, 2015a) 
 
 
Both legally and traditionally, SHA serve as the primary authorities for public health as they 
have autonomy in defining this authority through policy, determining reach and spread of 
government services to be provided and establishing the manner in which these services will be 
organized, financed, and delivered (Salinky, 2010).  
LHDs are an administrative or service unit of local or state government, varying in size 
ranging from less than 1,000 to approximately 10 million people served, that address health 
concerns on local and/regional levels within a state. There are approximately 2,800 LHDs in the 
U.S. employing over 100,000 public health professionals (National Association of County and 
City Health Officials [NACCHO], 2014).  




More than two decades ago, the Core Public Health Functions Steering Committee was 
organized. The committee, made up of individuals from the U.S. Public Health Service agencies 
and other major public health organizations, was tasked with developing the framework and 
standards for the Essential Public Health Services and provide clarity for other public health 
functions identified by the Institute of Medicine (IOM) (renamed the Health and Medicine 
Division (HMD) is a division of the National Academies of Sciences in 2016 (National 
Academies of Sciences, Engineering, and Medicine, 2018)) Committee on Public Health. These 
standards, known as ‘The 10 Essential Public Health Services’, are comprised of three main 
components: assessment, assurance, and policy development (Figure 2). The 10 Essential Public 
Health Services that LHDs should undertake include: 
1. Monitor health status to identify and solve community health problems 
2. Diagnose and investigate health problems and health hazards in the community 
3. Inform, educate, and empower people about health issues 
4. Mobilize community partnerships and action to identify and solve health problems 
5. Develop policies and plans that support individual and community health efforts 
6. Enforce laws and regulations that protect health and ensure safety 
7. Link people to needed personal health services and assure the provision of health care 
when otherwise unavailable 
8. Assure competent public and personal health care workforce 
9. Evaluate effectiveness, accessibility, and quality of personal and population-based health 
services 
10. Research for new insights and innovative solutions to health problems   
(Centers for Disease Control and Prevention (CDC), 2014).  










The 10 Essential Public Health Services (EPHS), since its development in 1994, has expanded to 
include advances in establishing strong national, state, and local public health leadership. 
Particular focus has been made on fostering collaborative partnerships among clinical 
practitioners and academia to deliver essential services. Furthermore, the role of the public health 
workforce, in addition to leading national, state, and local efforts to protect the health and 
wellbeing of the population, has expanded to include the utilization of evidence based public 
health interventions to support the delivery of care to further prevent, treat, and manage disease 
and (Coronado, Koo, and Gebbie, 2014). Due to the shifting landscape of public, in 2019, the 
Futures Initiative, a partnership between the de Beaumont Foundation, Public Health National 
Center for Innovations (PHNCI), and a task force of public health experts, formed to bring the 




Essential Services national framework in line with current and emerging public health practice 
needs. Through live crowdsourcing events, in-person and virtual townhalls, think tank 
discussions, and open questionnaires, a revised version of the 10 EPHS that now centers equity 




The New 10 Essential Public Health Services (PHNCI, 2020) 
 
 
To achieve equity, the new 10 EPHS actively promote policies, systems, and environmental 
conditions that enable optimal health and seek to remove systemic 
and structural barriers that have resulted in health inequities. The revised 10 EPHS include the 
following: 





1. Assess and monitor population health status, factors that influence health, and community 
needs and assets 
2. Investigate, diagnose, and address health problems and hazards affecting the population 
3. Communicate effectively to inform and educate people about health, factors that 
influence it, and how to improve it 
4. Strengthen, support, and mobilize communities and partnerships to improve health 
5. Create, champion, and implement policies, plans, and laws that impact health 
6. Utilize legal and regulatory actions designed to improve and protect the public’s health 
7. Assure an effective system that enables equitable access to the individual services and 
care needed to be healthy 
8. Build and support a diverse and skilled public health workforce 
9. Improve and innovate public health functions through ongoing evaluation, research, and 
continuous quality improvement 
10. Build and maintain a strong organizational infrastructure for public health 
(PHNCI, 2020) 
 
Public Health Workforce 
Workforce Enumeration 
For decades, a major challenge of public health has persisted due to ambiguous 
delineation of knowledge, skills, roles, and responsibilities of members of the public health 
workforce. The lack of clarity has attributed to an inability to define the public health workforce 
size (enumeration) and composition (Sumaya, 2012). More recently, attempts to enumerate and 




determine the composition of public health have been observed on the federal, state, and local 
levels. 
At the federal level, a 2013 study calculated that the CDC employed 11,223 public health 
workers (10,316 civil servants and 907 Commissioned Corps officers). Employees classified as 
public health managers, laboratory workers, and administrative-clerical staff comprised the top 
three most common occupational classifications among CDC staff. Of these workers, 61% were 
women. Nearly a third of workers were eligible for retirement by 2017 (Coronodo, et. al, 2013).  
The Public Health Workforce Interests and Needs Survey (PH WINS) developed in 2013 
and first fielded in 2014, is the first nationally and regionally representative survey of over 
10,000 SHA central office employees and a pilot data set with approximately 12,000 local and 
regional health department staff. Data collected represented workers from all regions, 
governance structures, and population sizes and from diverse demographics, role classifications, 
program areas, and educational levels (Leider, et al., 2015). The goal of PH WINS to “collect 
perspectives from the field on workforce issues, to validate responses from leaders on workforce 
development priorities, and to collect data to monitor over time,” (Leider, Jonathon P. et al., 
2015, p. S29) with three aims: 
1. to inform future workforce development initiatives; 
2. to establish a baseline of key workforce development metrics; and 
3. to explore workforce attitudes, morale, and climate. 
 
Data from the 2014 PH WINS showed that women (72%) and non-Hispanic Whites (70%) 
are strongly disproportionately represented among public health workers. Proportions of some 
racial ethnic groups were disproportionately represented as compared to the U.S. population: 




American Indian or Alaska Native (1%); Asian (5%); Hispanic Latino (7%); and Native 
Hawaiian or other Pacific Islander (0%). The respondents of the survey tended to be older; nearly 
half the workforce was older than 50 years. While the workforce is largely college-educated 
(three-fourths hold at least a bachelor's degree, and one-tenth hold an associate's degree), only 
17% have any formal training in public health (Sellers, et.al. 2015).  
At the local agency, or LHD level, NACCHO conducted the first National Profile of 
Local Health Departments study (Profile study) in 1989 to 1990. This study helped to define an 
LHD and describe how funding, workforce composition, leadership, programs, and service of 
LHDs vary across the United States. Since then, NACCHO has conducted an additional six 
Profile studies, including in 2013. The NACCHO 2013 Profile Study census found that LHDs 
employed 162,000 public health workers equating to 146,000 full-time-equivalent positions. 
More than one-third of LHDs employed staff as licensed practical or vocational nurses (45%), 
community health workers (44%), and nursing and home health aides (39%) (NACCHO, 2014). 
In addition to the Profile study and NACCHO data, SHA and LHD enumeration can be 
gathered from federally mandated U.S. Equal Employment Opportunity Commission (EEOC) 
reports conducted by state human resource departments. EEOC is responsible for enforcing 
federal laws that make it illegal to discriminate against a job applicant or an employee on the 
grounds of the individual’s demographics (e.g., race, color, religion, sex, nationality, or age), 
disability, medical history/genetic information. Additional discrimination protection includes 
pregnancy status, sexual orientation, and gender identity, and employees 40 and older. 
Furthermore, EEOC regulation also deem it illegal to discriminate against a person based on 
their involvement in addressing discriminatory issues which include making a complaint about 




discrimination, filing a discrimination charge, or participating in an employment discrimination 
investigation or lawsuit  (U.S. Equal Employment Opportunity Commission, n.d.).  
In both states represented in this research, human resource agencies are mandated by law 
to administer equal opportunity programs for state agencies. As part of this mandate, the state 
human resource agency conducts assessments to ensure that they comply with EEOC guidelines 
and to provide enumeration of the respective state’s workforce size, demographics, job/role 
classification, salary, benefits, and turnover rates. In Virginia, Department of Human Resource 
Management (DHRM) administers a comprehensive equal employment opportunity (EEO) 
program for executive branch state agencies which includes the implementation of an EEO 
Assessment Tool to ensure fairness and equity in all tangible employment practices, ensure 
compliance with all relevant federal and state laws/regulations, and provide agencies with the 
ability to review proactively their employment practices. The EEO Calculator provides agencies 
with the means to assess potential disparate impact against minorities, women, older employees 
(40 years and older), and veterans concerning the prospective implementation of certain 
employment practices, including layoffs, in order to ensure fairness and equity. DHRM relays 
results of the assessments through on-going workforce reports such as the OES Classified and 
Wage Employee Report and ECI Quarterly Report of Salaried Employees (this report assesses 
state employee salaries, bonuses, and benefits) (DRHM, 2016). In North Carolina, state 
mandated reports are the Personnel Function Report and the EEO Status Report. The State Office 
of Human Resources (SOHM) compiles and issues each report annually. The EEO Status Report 
collects and presents data on the general characteristics of the state’s workforce representation by 
demographics including occupational categories and compensation for agencies and universities. 
Personnel Function Report collects and analyzes data on a variety of personnel functions 




including hiring, promotion, representation, compensation, grievances, and disciplinary actions 
(SOHM, 2018). 
Workforce Challenges 
A competent and adequately staffed public health workforce are key components of the 
nation's public health infrastructure. In 2016, At the state level, 14% of positions are currently 
vacant. Of those vacancies, active recruitment was occurring for only a quarter of those 
vacancies.  From 2016 to 2020, the percentage of SHA who are eligible for retirement is 
expected to increase from 17% to 25% (ASTHO, 2017). At the local level, 70% of LHD 
leadership is concerned with retaining currently funded positions; nearly two-thirds are 
concerned about retaining adequately trained staff (Darnell, et. al., 2013). Public health faces 
challenges in ensuring sufficient numbers of highly effective and highly skilled public health 
workers due to: 
1. public-sector funding reductions;  
2. impending shortages due to low-tenured and unsatisfied worker turnover or experienced 
worker retirement;  
3. insufficient public health workforce competency;  
4. inadequate incentives and rewards to recruit and retain staff; and 
5. Inadequate alignment of national trends with state and local public health initiatives and 
practices, especially related to equity and diversity. 
(Gebbie & Turnock, 2006; Sellers et.al., 2015; Furtado, 2018).  
 
Goodman, French, and Battaglio (2015) state that employees in the public sector tend to 
be more “knowledge-based individuals” as compared to those employed in the private sector. 




When LHDs lose employees voluntarily or involuntarily, public health expertise and institutional 
knowledge are often lost as well (Cho & Lewis, 2012; Lewis & Cho, 2011; Goodman, French, & 
Battaglio, 2015). 
Public Health Funding 
Determining the amount of dollars allocated to all public health activities and estimating 
the level of funding needed to support public health adequately is challenging. Primarily, there is 
no universally accepted definition of what constitutes public health related services and an 
insufficient framework for tracking expenditures and revenues (Himmelstein and Woolhandler, 
2016; Institutes of Medicine [IOM], 2012). The National Health Expenditure Accounts (NHEA) 
is currently the most widely used data source for predicting public health related expenditures 
from various federal agencies (e.g., Food and Drug Administration, CDC, the Department of 
Homeland Security, and the Public Health and Social Services Emergency Fund) and is compiled 
annually by the U.S. DHHS Services (Himmelstein and Woolhandler, 2016). Public health data 
in NHEA include epidemiologic surveillance, immunization and vaccination, disease prevention 
programs, public health laboratories, and similar population-based health services. Excluded 
from expenditure estimates are public health related activities that are publicly financed and 
government-funded which include: personal health care services; research; investment in medical 
structures and equipment; public works, environmental protection and regulation, and emergency 
planning (Catlin, 2011). Therefore, spending on nonclinical, prevention, and health promotion 
related services, environmental health, and maternal and child health services by any level of 
government are excluded in the public health expenditure category in NHEA (IOM, 2012).  
In 2009, NHEA estimated 3.1% of the U.S.’s nearly $2.5T spent on health, or $77.2 
billion, was spent on government public health activities (IOM, 2012; Trust for America’s 




Health [TFAH], 2011).  Per capita, that equates to of the $8,086 in total health expenditures per 
person, less than $300 was spent on public health by federal, state, and local governments 
(TFAH, 2011). Adjusting for inflation, per-capita public health spending rose from $39 in 1960 
to $281 in 2008. A more than 9% decrease in per capita spending has been estimated since then. 
Total health expenditures rose from nearly 1.4% in 1960 to nearly 2.7% in 2014 with a peak of 
3.18% in 2002 due to a brief surge of expenditures resulting from the 9/11 attacks. By 2023, 
expenditures are projected to fall by 17% to less than 2.5% (Himmelstein and Woolhandler, 
2016).  State per capita expenditures ranged from a low of $3.40 per capita (Nevada) to a high of 
more than $171 per capita (Hawaii), with a median of $30.61 per capita. From 1995 to 2005, 
LHDs experiencing reductions in their budgets saw an average per capita loss of $11 (Willard, 
Shah, Leep, and Ku, 2012). The median in 2005 was less than $30 per capita ranging from an 
average of $8 per person (to average of $102 per person (IOM, 2012; Trust for America’s Health 
[TFAH], 2011).    
Public health departments have a history of chronic underfunding and unstable budgets 
(IOM, 2012). The economic downturn over the past decade has placed additional financial strain 
on state and local jurisdictions and deeply affected public health and other government agencies 
resulting in staff reductions, furloughs, and cuts in programs and services (IOM, 2012). Over the 
past 10 years, one-fifth of the local public health workforce, 34,400 jobs in LHDs have been lost 
to layoffs and attrition (TFAH, 2011). Since 2008, over 52,000 combined state and local public 
health jobs have been lost. This equates to 17% of the state territorial and 22% of the local public 
health workforce (ASTHO, 2012).   
While having an immediate impact on public health infrastructure and capacity, 
economic downturns such as recessions impact more than access to healthcare and public health 




services. Reductions in funding and staff impact population health, environment, education, and 
other social determinants of health (Shah, Ye, Leep, & Leider, 2016). 
During the economic recession, LHDs’ attempted to minimize the impact of effects 
through the use of five major strategy categories: workforce changes, funding, referring out or 
cutting of services, contracting staff or services, resource sharing of staff and equipment (Shah, 
Ye, Leep, & Leider, 2016). Strategies aimed at addressing reduced revenue within LHDs have 
both negative and positive effects. Workforce strategies such as cross-training and job sharing 
with and across LHDs and partner agencies can increase employee knowledge and capacity and 
improve the delivery of services while reducing costs. However, some strategies while 
addressing budgetary shortcomings may immediately have result in cost-savings, long-term 
consequences that may ultimate impact service delivery and performance. For instance, 
increasing workload and reducing pay may create challenges in retaining skilled employees, and 
even if replaced, results in a loss in experiences, partner and community relationships, and 
institutional knowledge (Shah, Ye, Leep, & Leider, 2016; Willard, Shah, Leep, & Ku, 2012). 
Attempts to stabilize funding through the provision of dedicated funding streams such as 
the establishment of the Prevention and Public Health Fund (PPHF) in 2010 through the 
Affordable Care Act (ACA) have not been successful. PPHF, with a budget of $15B over a 
decade, was established to promote public health, particularly through control of chronic diseases 
(IOM,2012).  In its first year of funding, 2013, spending did not yield transformative results in 
public health services or its workforce: $500M of its $1.25B total budget was spent to support 
the primary care workforce and to replace other public health funding that had been reduced in 
previous years. Annually, this fund continues to see additional cuts or be threatened with 
elimination directly impacting public health organizations such as the CDC (IOM, 2012). 




The annual basis and inconsistency at which federal funds are allocated pose challenges 
for states and local governments to plan public health efforts strategically. Half of LHDs that 
participated in NACCHO’s 2008 National Profile Study of Local Health Districts reported 
making at least one program cut as a result in budget reductions (Willard, Shah, Leep, and Ku, 
2012). Newly funded programs have the least stable funding (IOM, 2012). Maternal and child 
health, obesity, and chronic disease, population health prevention, and environmental programs 
and clinical services are most often cut when an LHD is experiencing budget reductions (Ye, 
Leep, & Newman, 2015; IOM, 2012). Conversely, in 2010, while nearly 40% of LHDs were 
experiencing a lower budget, one-time funding from sources such as the American Recovery and 
Reinvestment Act (ARRA), more often referred to as the Economic Stimulus Package, were 
provided to H1N1influenza pandemic. (Willard, Shah, Leep, and Ku, 2012).   The instability in 
program funding creates extreme difficulty in providing strong evidence for effectiveness as such 
programs take several years or even decades to demonstrate impact (IOM, 2012). While some 
studies show that LHDs more likely to experience budgets are related to a centralized, state 
governed structure, presence or absence of a board of health, or jurisdictional population size 
(Willard, Shah, Leep, and Ku, 2012), LHD resiliency is more directly linked to the 
diversification of revenue generated by an LHD. For example, diversifying revenue streams by 
pursuing new funding, increasing fees for services, or billing insurance can increase an LHDs 
resilience during turbulent economic times (Erwin, Shah, and Mays, 2014). 
Workforce Shortage 
The ratio of public health workforce to U.S. population has steadily declined (220 per 
100,000 population in 1980 to 158 per 100 000 in 2000). The projected need for public health 
workforce is expected to return to the 1980 workforce to U.S. population ratio by 2020 (Thaden, 




Jacobs-Priebe, & Evans, 2010). Based on current trends of employee turnover, public health is in 
crisis as employees continue to vacate positions more often and faster than those positions can be 
filled. In 2008, half of LHDs experienced workforce shortages related to layoffs or attrition. 
LHDs were often not able to fill vacancies to budget reductions (Willard, Shah, Leep, and Ku, 
2012). However, not all workplace shortages are due to budgetary reasons. In 2012, an average 
of nearly 10% of LHD employees left their positions in LHDs. According to the 2016 ASTHO 
Profile Survey, 25% of state public health agency employees are eligible to retire. In addition, 
over a tenth of positions at state public health agencies are currently vacant. Of those vacancies 
only a quarter of them are in recruit (ASTHO, 2016). Being a person of color, living in the 
western region of the US, and shorter tenure in one's current position were all associated with 
higher odds of intentions to leave positions within public health departments within the next year 
(ASTHO, 2016; Sellers, et. al, 2015). 
The U.S. Bureau of Labor Statistics (BLS) categorizes separations of employees as 
voluntary, involuntary, and other. Voluntary separations include those initiated by the employee 
(i.e., resignation). Involuntary separations such as layoffs and discharges are initiated by the 
employer. Other separations include retirement, death, or disability (BLS, 2013). Literature 
suggests that employee turnover and turnover intentions include individual-level variables (e.g., 
age, gender, race/ethnicity, tenure), organizational factors (e.g., organizational commitment, 
work group cohesion, and organizational identification), job satisfaction (e.g., salary, job content, 
advancement opportunities), availability of other options, economics/the labor market (Mobley, 
Griffeth, Hand, and Meglino 1979; Moynihan and Landuyt, 2008;Griffith, 2000;  Pitts D, Marvel 
J, Fernandez S, 2000; Selden and Moynihan, 2000; Hellman, 1997; Callier, 2011; and Lambert 
and Hogan, 2008). Conversely, greater employee engagement, organizational support, job 




satisfaction, organization satisfaction, organizational change, and pay satisfaction were all 
significant predictors of lower intentions to leave one's organization within the next year 
(ASTHO, 2016; Newman, Li, and Leep, 2014).  Approximately one quarter (24%) of the public 
health workforce reported being somewhat dissatisfied with their pay and another 15% report 
being very dissatisfied with their pay (the mean salary range of state health authorities (SHA) 
employees is between $55,000 and $65,000). Among those with a high level of job satisfaction, 
13% planned to vacate their positions in public for those outside of the field (Sellers, et. al, 
2015).  
 Overall, LHDs experience lower rates of employee turnover than both state health 
agencies and state and local government in general (Newman, Li, & Leep, 2014). In order to 
meet the needs of their respective communities, LHDs must ensure that they do not continue to 
increase the gap in employee to population ratio by addressing the major factors that cause 
employees to leave their positions within LHDs or the field of public health. 
Recruiting and Retaining a Competent Workforce 
A competent public health workforce is a key component of the nation's public health 
infrastructure. However, the definition of public health has been debated for decades hindering 
the standardization of public health education and training (Leider, Harper, Bharthapudi, & 
Castrucci, 2015). The IOM (renamed the National Academy of Medicine, or NAM in 2015) 
made integral recommendations regarding training the public health workforce, including 
developing the definition of a public health professional is an individual who has earned at least 
a bachelor’s degree “in public health or a related discipline who is employed to improve health 
through a population focus” (Leider et al., 2015, pS57). Conversely, according to PH WINS, less 




than 20% of public health workers possess a public health degree of any kind and have formal 
training in public health. (Sellers, et al, 2015).  
A lack of formal education in public health necessitates a focus on professional 
development to address identified gaps in skills and competencies. The provision of public health 
workforce development is conflicted as there exists the need for discipline-specific training and 
systems-wide assessment. Yet, these two approaches likely promote disparities between and 
among health departments and their capacity and capability to conduct essential public health 
services (Leider et. al, 2015). Discipline-specific training continues to perpetuate the silos that 
have formed amongst public health professionals and disrupt national workforce 
development efforts. Meanwhile, a systems-wide assessment of priorities for professional 
training makes picking the most important trainings for the field extremely difficult because the 
field of public health is so vast (Leider et. al, 2015).   
Many gaps in competencies still exist including managerial, leadership, and policy 
development (Lichtveld & Cioffi , 2003; Honore, 2014). Additional areas of need in competency 
development identified by NAM in 2002 include: informatics, communications, community-
based participatory research, global health, ethics, genomics, and cultural competency (Tilson & 
Gebbie, 2004).  Over a decade later, improvement in these areas are still needed. The PH WINS 
survey (Sellers et.al, 2015) identified the top training needs of public health practitioners 
surveyed as: 
• influencing policy development; 
• understanding policy impact on public health issues; 
• assessing factors that influence public health issues; 
• preparing a detailed program budget including justification; and 




• training to use the technology needed to do their work. 
 
As the field of public health seeks to create a competent workforce, it is critical to 
acknowledge that public health governmental agencies perform essential and supportive 
functions that go beyond what is defined as the role of a public health practitioner (e.g., human 
resources, budget and procurement, executive assistants, security guards, facilities management, 
etc.) which has necessitated the need to distinguish these roles between functional areas and job 
classifications (Leider et. al., 2015).   
Lack of Diversity 
An essential element for achieving greater success in eliminating health disparities that 
exist among racial and ethnic groups is to increase the presence of minorities within public 
health careers. Historically, across all sectors, many organizations, despite equal opportunity and 
affirmative action policies and organizational values and beliefs, have practices that range 
between inclusionary and discriminatory creating challenges to establishing a workforce that is 
diverse in gender-, ethnic/racial background, disability, and the sexual orientation (James, 1996; 
Minors, 1996). In today's society, the topic of diversity is still often polarizing, political, highly 
sensitive, and controversial. As a result, many agencies lack the knowledge and/or ability to 
address diversity in an appropriate and impactful way, which in turn, intentionally or 
unintentionally, create institutional barriers that limit the access to services for their target 
population and inhibit employment opportunities for those seeking employment or advancement 
(Allison, 1999).  
Workforce racial and gender diversity has increased in many sectors over recent decades.  




These changes, however, often take years or decades or are only seen in particular industries or 
geographical areas (i.e., metropolitan areas). For example, African Americans representation in 
metropolitan police departments is prominent, but in small towns, African Americans account for 
less than 10% of the police workforces (Reaves, 2010). Gender diversity in medicine has 
increased, yet workforce disparities still exist among Native Americans/Alaska Natives and other 
ethnic groups (Cohen, Gabriel, & Terrell, 2002). According to Collins (1997), within some 
organizations, attempts to increase diversity has resulted in the recruitment of specific 
racial/ethnic groups to fulfill positions associated with marketing to clientele of the same 
racial/ethnic background or equal employment officer. These positions often lack opportunities 
for advancement and professional growth (Collins, 1997). 
The benefits of racial/ethnic diversity in the public health workforce include increased 
cultural competency among practitioners and increased participation by racial and ethnic 
minority professionals in the U.S. and global economies (Satcher, 2008; Evans, 2004). However, 
the current demography of the public health workforce does not reflect the same level of 
diversity within the U.S. (Noonan, Lindone, & Jaitley, 2012). People of color represent more 
than 25% of the total population (U.S. Census Bureau, 2017) and 30% of the public health 
workforce, Hispanic/Latinos account for 7% of public health workers ((Sellers et. al., 2015), but 
nearly 18% of the U.S. population (U.S. Census Bureau, 2017). Males make up 28% of the 
public health workforce (Sellers et. al., 2015). 
While one of the most important competencies for a public health professional is the 
ability to work in culturally and racially diverse populations (Kreuter et al., 2011), individuals 
are significantly more likely to receive their care and experience greater satisfaction from 
providers that are of the same racial or ethnic background. The lack of a diverse workforce may 




foster lingual and cultural barriers, biases, and clinical uncertainty within the patient–provider 
relationship (Mitchell & Lassiter, 2006). 
According to Gumbach and Mendoza (2008), there are three underpinning cases for the 
need for diversity among health professions: civil rights, public health and educational benefit, 
and business gains. The civil rights case points to the nation’s history of institutional segregation 
in educational and healthcare systems. The second case, public health, emphasizes the utilitarian 
benefits to society of workforce diversity (e.g., racial, ethnic, and linguistic) as a method to 
eliminate health disparities (Grumbach & Mendoza, 2008). The third case, also a utilitarian 
benefit, identifies that the college students, regardless of race/ethnicity perform better 
intellectually when the population of the student body is diverse ethnically (Smedley, Butler, and 
Bristow, 2004). For the final case, business case, Grumbach and Mendoza (2008) state that 
having a culturally and linguistically workforce reflective of the country’s dynamic demographic 
makeup gives a customer service and competitive advantages to the health industry. 
 There are incentives for organizations to increase diversity amongst their workforce. 
Organizations that increase diversity among staff increase access to a much wider pool of 
applicants and see positive effects both internally (e.g., increased innovation, creativity, and 
problem-solving and greater return on investment in training initiatives) and externally (e.g., 
greater connection to clients and customers). These factors go beyond the altruistic, ethical, and 
social justice drivers for increase diversity and speak directly to the business case for workforce 
diversity (Page, 2008; Robinson & Dechant, 1997; Crosby, Iyer, Clayton, Downing, 2003).  
 Despite the benefits of increasing workforce diversity, the racial/ethnic composition of 
the health professions workforce continues to lag behind the increasing diversity of the U.S. 
population (Mitchell & Lassiter, 2006). Many within the U.S. population receive care at 2,800 




LHD across the country. Therefore, state and LHDs are key stakeholders in achieving this goal 
(Rivera, 2012).  
 
Recruitment and Retention Strategies 
LHDs face significant challenges in workforce recruitment and retention. Failure to retain 
employees can be especially damaging for LHDs because due to limited or restricted funding 
LHDs are often subject to hiring freezes causing positions to go unfilled in both the short and 
long term, or even lost permanently (Newman, Ye, & Leep, 2014). Although much research has 
been conducted on employee recruitment, no general theory has been established to address the 
relationships among various recruitment variables and how these variables interact with job 
applicant and organizational attributes in affecting recruitment outcomes (Breaugh, 2013). 
According to Breaugh (2013), the lack of the development of a general theory of recruitment that 
integrates various aspects of that incorporates the recruitment process has resulted in disjointed 
literature on the topic. However, studies in the public health, healthcare, and government 
workforce fields have identified organizational infrastructure characteristics such as jurisdiction 
sizes, geographic regions, and governance structures influence retention rates (Dineen & Soltis, 
2011). Furthermore, these organizational characteristics influence an LHD’s ability to offer such 
incentives as competitive pay and retirement benefits to recruit and retain public health workers 
(Dineen & Soltis, 2011; Newman, Ye, & Leep, 2014). LHDs are charged with carrying out their 
missions of promoting the health and well-being of residents in the communities they serve as 
demands for public health services continue to rise, budgets continue to shrink, and staff 
vacancies persist (Darnell et al., 2013). Costs associated with onboarding (effectively integrating 




the new employee into the organization [SAMHSA, n.d.]) and training new employees are high 
(Newman, Ye, & Leep, 2014).   
Recruitment and retention strategies are essential constituents of the establishment of a 
strong public health workforce and should be undertaken with the cognizance of the populations 
to be served. The recruitment of competent and skilled individuals into the public health field 
and the retention of these individuals within the public health workforce are two important 
elements public health organizations must address to fulfill their responsibilities to the 
community.  
Recruiting and retaining of adequate skilled, diverse, and culturally competent public 
health workers are vital to guarantee that all residents have access to personal health services. 
Cultural competence in health care refers to the capability of organizations to provide care to 
patients with diverse beliefs, values, and/or behaviors, including adapting delivery to meet 
patients’ cultural, social, and language needs (Betancourt, 2003). However, recent studies have 
suggested that the public health workforce is facing shortages of public health workers 
(NAACHO, 2014).  
Across different industries, diversity has been addressed through individual, group, and 
organizational interventions. According to the Society for Human Resource Management 
(SHRM) Diversity Surveys from 1998, 2000, and 2002, diversity training is the most prevalent 
individual-level intervention.  Training oftentimes focuses on promoting assimilation into the 
cultural norms and goals of the dominant culture within the organization, multiculturalism, and  
adjustment of the dominant culture or majority to the changing workforce. SHRM Diversity 
Surveys found that while less than 10% of training participants had favorable attitudes towards 
diversity at base line, three-fourths of training participants leave diversity training with 




positive diversity attitudes post-training. Despite the increased positive perceptions of diversity 
among individuals, one-third of organizations viewed diversity management training efforts as 
unsustainable (SHRM, 1998; 2000; 2002). This may be due to the reinforcement of prevailing 
social and cultural norms of the organization and encouragement of members of the non-
dominant group to adapt to the prevailing culture (Tung, 1993).   
Individual-Level Diversity Recruitment and Retention Strategies 
Pipelining, preceptorships/internships, mentoring, and coaching are individual strategies 
used to increase diversity. The pipeline model, based on supply-side economics, flow modeling, 
and social engineering, has been used for decades to predict workforce shortages and to focus on 
specific populations (e.g., women and minorities) and points along the pipeline which often 
involve education and other preparatory steps to became employable in a particular field, usually 
the science, technology, engineering, and mathematics, or STEM, field (National Research 
Council, 1986; McGee, 2016). This strategy has not made much progress in diversifying the 
STEM workforce although immense financial and human resources have been dedicated to it by 
the STEM field (McGee, 2016).  
Contrarily, in the health field, student pipeline, internship programs, and preceptorships 
that enhance recruitment of African Americans, Hispanics/Latinos, and Native Americans within 
the healthcare professions can increase the likelihood of achieving a more diverse workforce 
(Duffus, Moonesinghe, & Truman, 2014). CDC’s Office of Minority Health and Health Equity 
(OMHHE) has partnered with institutions, colleges, universities, foundations, national 
organizations, and associations across the country to create and implement student training and 
internship programs to increase underrepresented minorities to health care related occupations 
and ultimately gain employment within the field (Bouye, McCleary, and Williams, 2016). Such 




programs as the Summer Public Health Scholars Program (SPHSP) hosted by Columbia 
University, IMHOTEP internship at Morehouse College, and Public Health Leadership and 
Learning Undergraduate Student Success (PLLUSS) Program hosted by the Kennedy Krieger 
Institute are examples of OMHHE programs that have been successful in encouraging 
underrepresented minority undergraduate and graduate students to pursue careers in public health 
and healthcare professions (CDC, 2015b; Duffus, Moonesinghe, & Truman, 2014). Additionally, 
the impact of preceptorship is two-fold. Not only do students benefit from an expanded learning 
experience, but because many preceptors are underrepresented minorities, their participation in 
such arrangements can increase job satisfaction increasing the likelihood of retention in the field 
of public health (Arrazola, Shah, Jones, Yin, & Harper, 2018).  
In a 2017 study, Shapiro et al., found nationally, 62.4 percent of students finished a 
degree or certificate within six years of starting at a four-year public institution. African 
American students had the lowest six-year completion rate of less than 46%; completion rates for 
Hispanic students was almost 10 percentage points higher than that of African American students 
(55.0%). Completion rates of Caucasian and Asian students were 67.2% and 71.7%, respectively. 
Among students who started in four-year public institutions, African American male students 
had the lowest completion rate (40.0%) and the highest stop-out rate (41.1%). Asian women had 
the highest completion rate (75.7%) and the lowest stop-out rate (11.2%).  
The impact of mentoring on numerous outcome variables ranging from retention and 
 graduation rates to comfort with the educational environment has been widely studied (Crisp 
and Cruz, 2009). Study findings have indicated that mentoring is positively associated with 
student persistence, academic performance, successful completion of their undergraduate studies, 
preparation for graduate study and/or entrance into the workforce (Crisp and Cruz, 2009; Wilson, 




et. al., 2012). Where the pipeline has fallen short, mentoring, formally or informally, focuses on 
the end-product and takes into account individual developmental changes and new knowledge 
instead of simply what goes into the pipeline (McGee, 2016). A Ragins, Cotton and Miller 
(2000) study showed that satisfaction with a mentoring relationship was associated with 
favorable career attitudes (e.g., organization commitment, job satisfaction, intention to turnover, 
and perception of organizational justice) than program design or the mentor type (formal versus 
informal). Mentoring relationships can also lead to an increased sense of belonging. However, 
increased satisfaction is seen more amongst mentor/mentee relationships involving those of the 
majority racial/ethnic group. Mentees, in particular students from underrepresented minority 
backgrounds who are not often seen as members of the community, find it harder to fit in, and 
feel as though they must prove themselves due to their tendency to come from disenfranchised 
backgrounds and lack of opportunities for similar experiences as their majority counterparts 
(McGee, 2016). 
Similar to mentoring in concept, coaching relationships have yielded different results as a 
strategy to increase diversity particularly among the biomedical field. Unlike mentoring, coaches 
interact with individuals outside of the formal work setting. This allows for increased sharing of 
personal issues and challenges without fear of the impact on their careers. Because coaches are 
not restricted to interacting with trainees operating in a specific capacity or role, they can also 
introduce trainees to different skillsets as a complement their existing duties such as 
communication skills and networking. Like mentoring, coaching does not take the place of 
formalize career preparation through education. Because coaching does not involve one-on-one 
on-the-job interaction, it takes dedication and requires time commitment without compensation 
(McGee, 2016). 




Group-Level Diversity Recruitment and Retention Strategies 
Human resource interventions at the group level involve identity-based networking and 
socialization opportunities such as affinity groups (formal or informal associations of employees 
with common group identities or interests). Affinity groups provide opportunities to broaden and 
strengthen social networks and reduce isolation. This sense of belonging lowers turnover 
intentions of minorities that participate in these groups (Kossek, Lobel, & Brown, 2006). On the 
other hand, affinity groups, especially those associated with race, ethnicity, or gender have been 
viewed as exclusionary and may result in negative reactions based on perceived threat of 
increased power of members, particularly by White males (Chemers, Oskamp & Constanzo, 
1995).  
Organizational-level Diversity Recruitment and Retention Strategies 
Widely used individual and group-level strategies focus on employees assimilating to the 
majority culture or operating within their own group culture. In order to create a work 
environment that promotes cohesiveness, diversity strategies must address organizational culture 
change. Creating a collective vision, a diversity council with cross-sectional representation, and 
strategically integration with the organization’s objectives are effect strategies to ensure diversity 
within the workforce. It is also essential that management and executive model leadership 
behaviors and solicit feedback from staff on organizational diversity climate. Furthermore, it is 
imperative that organizations take action on employee feedback through formal measures and 
sharing of outcomes with employees ((Kossek, Lobel, & Brown, 2006). 
Diversity Recruitment and Retention Strategies Within LHDS 
According to the 2010 Profile Survey (NACCHO, 2011), nearly 60% of LHDs are very 
or extremely concerned about identifying and retaining well-qualified employees. Seventy 




percent of LHDs are also concerned about retaining currently funded positions. The concerns are 
widespread among LHDs of varying sizes, geographical locals, governance structures, and 
service offerings. Among the 537 LHDs surveyed in a Darnell et al., study (2013), five 
recruitment strategies were identified to be used by more than half of them. These recruitment 
strategies included print advertising, web job boards, internships, e-mail announcements to other 
agencies, and partnerships with academic institutions. Of those used, the four most effective 
strategies included: web-based advertising job boards (51%); print advertising (43%); internships 
and practicums (32%); and e-mail job announcement to other organizations/agencies (30%). The 
most frequently mentioned retention strategies among LHDs were professional development 
opportunities, retirement benefits, informal mentoring and unpaid recognition and awards. Less 
broadly used were tuition assistance, competitive salary, and telecommuting. Of the many 
strategies used to retain workers, the most effective strategies were retirement benefits (44%), 
competitive pay (32%), and flex-time/flexible hours (30%) (Darnell et al., 2013).  
Through the use of traditional strategies, organizations have disseminated organization 
culture signals that have resulted in the hiring and retaining of candidates who were not only 
competent but also culturally similar to those within the organization. According to Rivera 
(2012), concerns about the degree to which candidates shared culture were highly salient to 
employers; this factor often outweighed concerns about productivity alone. Hiring based on 
cultural similarity through traditional media outlets without targeted strategies enables and 
constrains organizations from diversifying their worker base to match the populations in which 
they serve especially traditionally underrepresented groups such as minority males (Rivera, 
2012). HR diversity best practices AA and EEO include establishing visible committees focused 




on diversity, conducting mandatory training, and targeting communications to different affinity 
group members (Jackson, 2002). 
In 2017, across all state agencies which include both SHA and LHD employees, Virginia 
experienced a 12.5% vacancy rate with vacancies remaining open for 288 days. The average 
turnover rate for state agencies was nearly 15% with the average turnover for employees whose 
tenure was less than five years more than triple at 57.6%. Within the same year, building upon 
Executive Order 46 established in 2015 and Executive Order 8 in 2007 which established and 
convened workgroups to support recruitment and retention efforts for individuals with 
disabilities, the Code of Virginia was amended to establish a goal to increase by five percent, the 
level of employment of individuals with disabilities over a five-year period (DHRM, 2018). 
Virginia’s General Assembly’s Commission on Employee Retirement Security and Pension 
Reform recommended the Joint Legislative Audit and Review Commission (JLARC) to study 
total compensation (cash compensation and benefits) provided to Virginia state salaried 
classified employees and to research ways to improve recruitment and retention. The study found 
that state agencies are experiencing the greatest challenges recruiting and retaining employees in 
health care, health and safety inspection, public safety, and information technology jobs 
(JLARC, 2017). Majority of state agencies indicated difficulty filling vacancies, attracting 
applicants that met minimal position qualifications due to the inability to pay competitive 
salaries, and retaining qualified employees due to salary dissatisfaction and lack of career 
advancement opportunities (DHRM, 2018). Key finding from the study (JLARC, 2017) 
included: 
• compensation for state employees is generally comparable to market, but for some 
jobs, the state pays less (10% on average) than other employers; 




• salaries play key role in state agencies’ ability to maintain a qualified workforce; 
• the combination of cash compensation and benefits is comparable to market  
• investments in employee salaries should be strategically managed pay increases 
versus issuing them uniformly across all employees; and  
• budget processes and decisions deprioritize needed investments in state employee 
salaries 
The study recommended both legislative and executive action. Legislation action included: 
requiring DHRM to convene a workgroup of state agency leaders to develop a methodology for 
prioritizing salary increases for jobs with the most significant workforce challenges; DHRM 
reporting on priorities for increasing state employee salaries before the start of the budget 
development process each year; and granting state agencies more authority to differentiate 
among employees in their distribution of centrally appropriated salary increases. Executive 
action recommendations for DHRM included: improved data collection on agencies’ difficulty 
recruiting job candidates; evaluation to inform improvements on career advancement; and the 
provision of training to all agencies on how to improve career advancement (JLARC, 2017).  
 North Carolina policy dictates that state government shall meet its workforce needs 
through systematic recruitment, selection, and career support programs that identify, attract, and 
select from the most qualified applicants for employment at the state level. State policy also 
encourages diverse representation at all occupational levels of the workforce. However, North 
Carolina’s public health workforce is largely decentralized, and any data collected on staff 
vacancies, turnover, and recruitment and retention practices are not applicable to LHDs.  
Therefore, it is difficult to determine the recruitment and retention landscape and the strategies 
and plans that it informs based on the limited data available.  





In public health, theories such as the Theory of Planned Behavior, Health Belief Model, 
and Socioecological Model, and Transtheoretical Model, are often employed in addressing 
public health issues. These theories support the practice of health promotion and disease 
prevention to plan programs aimed at understanding and explaining health behaviors and social, 
environmental, and political factors that influence health outcomes. While these public health 
theories guides the identification, development, implementation, and evaluation of interventions 
(Raingruber, 2014), they do not speak to diversifying the makeup of the public health workforce 
which may increase the effectiveness of interventions aimed at decreasing health disparities.  
 Diversity is a challenge that many organizations face today and has led to a surge of 
research on organizational diversity over the past decade (Maturo, Migliori, & Paolone, 2018).  
The presence of diversity and performance outcomes has been researched at the individual, 
group, or organizational levels. At the individual level, research has measured relationships 
between demographic diversity and attitudes and performance ratings. Group-level studies 
measured the effects of group diversity on cooperative behavior and social cohesion. Outcome 
variables such as turnover rates, employee productivity, and organizational profitability have 
been researched on the organizational level (Kossek, Lobel, & Brown, 2006). Problematically, 
literature has revealed inconsistencies and contradictions in the role of diversity within 
organizations due to four main reasons as noted by Maturo, Migliori, and Paolone  (2018)  .  
The first reason for inconsistencies and contradictions related to varied meanings of the 
word itself (Maturo, Migliori, and Paolone, 2018). Diversity in the context of organizations 
encompasses a wide array of complex. multidimensional social categories such as age, gender, 
race, ethnicity, sexual orientation. These social categories are taken as surrogates of a variety of 




functional characteristics (e.g., knowledge, skills, and abilities or KSAs, beliefs, attitudes, and 
perceptions) (Schneider & Northcraft, 1999; Maturo, Migliori, and Paolone, 2018). Most 
literature includes multiple attributes of variability between employees (Maturo, Migliori, and 
Paolone, 2018) making it difficult to determine the associations between attributes and 
organizational diversity (Schneider & Northcraft, 1999). 
Secondly, theoretical frameworks used to guide diversity research do not demonstrate the 
same support for diversifying employees within an organization. Theoretical studies that 
demonstrate positive associations linked explicit efforts (e.g., formalized human resource 
documents and policy) to address demographic representation to enhanced idea generation, 
creativity, and knowledge and increased quality of decision making (Williams & O’Reilly, 1998; 
Kossek, Lobel, & Brown, 2006).  
Contrarily, social identity theory (SIT) and self-categorization theory (SCT) (Tajfel, 
1978; Turner, 1982) are two early theories that represent major theoretical frameworks against 
diversity.  Jointly, these theories recognize that individual characteristics and group 
memberships play a significant role in shaping attitudes, values, beliefs, and behavior  
(Reynolds, Turner, & Haslam, 2003) as individuals validate their social identity by showing 
preferential treatment to members of the social category with which they feel they most closely 
align. Unconscious or implicit bias results in favoritism that is often made at the expense of those 
of other social categories (Schneider & Northcraft, 1999; O’Brien, Scheffer, van Nes, & van der 
Lee, 2015). According to Schneider and Northcraft (1999), diversity within organizations comes 
at the expense of perceived organizational conflicts between managers and employees due to 
their ties to social identity which results in social dilemmas of diversity. The pursuit of diversity 
does not take priority over the organizational, individual, and managerial interests. Social 




dilemmas at these three levels lead to the assumption that another organization, individual, or 
manager will assume responsibility for supporting and pursing diversity initiatives (Schneider & 
Northcraft, 1999). Moreover, these theories, along with similarity attraction (Byrne, 1971), posit 
that diversity limits integration within work units, fosters organizational conflict and turnover, 
reduces morale, trust, cohesion, communication, and undermines performance, and increases 
intergroup bias and conflict (Maturo, Migliori, & Paolone, 2018; O’Brien, Scheffer, van Nes, & 
van der Lee, 2015).  
 Thirdly, the role of organizational diversity is contradictory because the literature on this 
topic is diverse. Being that diversity is multidimensional and multivariate, research over the past 
three decades focused on social and functional categories of diversity (Maturo, Migliori, and 
Paolone, 2018) with leads to difficulty in generalizing associations between diversity and its 
impact on organizational performance, knowledge, and perceptions (O’Brien, Scheffer, van Nes, 
& Van Der Lee,  2015) 
The fourth issue is there is no one index that exists to measure and monitor diversity 
(Maturo, Migliori, and Paolone, 2018; O’Brien, Scheffer, van Nes, & Van Der Lee,  2015). 
Studies on workforce diversity have used univariate indices Shannon-Wiener (Shannon, 1948), 
and Blau-Simpson (Simpson, 1949) richness indices. Scholars agree that richness (the measure 
of the total number of diversity categories) and evenness (the measure of how evenly distributed 
individuals are over the categories) contribute to the intrinsic concept of diversity (Maturo, 
Migliori, and Paolone, 2018).  These indices which employ different aspects of diversity have 
led to different results.  
Diverting from the classical univariate approach, methodological approaches such as 
biodiversity (Maturo, Migliori, and Paolone, 2018), inspired by ecological literature, and the 




O’Brien, Scheffer, van Nes, & Van Der Lee model of workforce composition (2015) use a 
dynamic and multivariate approach to investigate long-term changes to workplace composition. 
However, these two models use vastly different approaches. In keeping with classical 
methodology, biodiversity measures and monitors diversity by adding the variable of time to 
account for changes within organizations considering richness and evenness (Maturo, Migliori, 
and Paolone, 2018). The workforce composition model uses measures of inclusion by feedback 
mechanisms (i.e., applicant diversity, appointment bias, and departure bias) to investigate 
changes in workforce overtime (employee turnover rate) rather than context specific causal 





Model of workplace composition  
 
 




Note: The multivariate model depicts that low workforce diversity is a function of three dynamic 
measures of inclusion: low applicant diversity, appointment bias, and departure bias. (O’Brien, 
Scheffer,van Nes, & van der Lee, 2015). The model of workplace composition also states that it 
can take many decades for diversity to increase, within an organization even in absence of biases 
(O’Brien, Scheffer,van Nes, & van der Lee Model, 2015).  
Although methodologies such as the model of workplace composition can be applied to a 
broad range of settings (O’Brien, Scheffer,van Nes, & van der Lee Model, 2015), to address 
recruitment and retention of the public health workforce, and not simply workforce composition, 
Organizational Support Theory (OST) (Eisenberger, Huntington, Hutchison, & Sowa, 1986) was 
selected to assess factors that attract the LHD workforce to employment opportunities and 
increase the likelihood of continued employment. OST posits that in an effort to meet 
"socioemotional needs and to determine the organization’s readiness to reward increased work 
effort, employees develop global beliefs concerning the extent to which the organization values 
their contributions and cares about their well-being (perceived organizational support, or POS)" 
(Rhoades and Robert Eisenberger 2002). Additionally, supervisors act as agents of the 
organization who bear the responsibility for directing and evaluating subordinates’ performance. 
Because of this interaction, employees view their supervisor’s favorable or unfavorable 
orientation toward them as indicative of the organization’s support (Eisenberger et al., 1986; 
Levinson, 1965).  
 Antecedents to POS are perceived supervisor support (PSS) and organizational 
commitment (OC). While not included in the original OST framework, PSS, POS, and OC have 
become an integral strategy used by corporations and other industries to reduce the turnover 
intention among their employees. According to Maertz et al., (2007), employee retention is 




influenced through support from the supervisor.  Because supervisors act as agents of the 
organization who bear the responsibility for directing and evaluating subordinates’ performance, 
employees view their supervisor’s favorable or unfavorable orientation toward them as indicative 
of the organization’s support (Eisenberger et al., 1986; Levinson, 1965). Supportive organization 
create an environment that encourages positive interactions between employees such as peer-to-
peer support and shared learning (Shanock & Eisenberger, 2006).  
Summary 
Recruitment and retention challenges are a public health concern LHDs. While literature 
demonstrates the need to strengthen and sustain the public health workforce through capacity 
building, resource allocation, and employee investments, there is insufficient research on the 
strategies and processes by which LHDs in particular recruit candidates and retain staff. 
Employers typically rely on limited information provided on a job application or resumé or 
gathered during interviews (Pager, Western, & Sugie, 2009). While there are assessments 
available to test public health knowledge, it is more difficult to truly assess a candidates ability to 
apply said knowledge in practical settings (Pager, Western, and Sugie, 2009) leading employers 
to base hiring decisions on a “gut feeling” about candidates (Moss and Tilly,  2001, p209) which 
may be influenced by inherit biases towards candidates based on gender and race/ethnicity. It is 
important for public health professionals to conduct research on strategies used to build a 
competent and effective workforce because the literature and effective programs and 
interventions are inadequate in the LHD setting.  
Prior studies have provided substantial implications that can aid in the research occurring 
in LHDs as they have provided a foundation for challenges that LHDs face and 
recommendations of how to mitigate those challenges. The studies in the literature review 




examined enumeration, challenges, and recommendations on the state level; however, while 
extensive research has been relegated to the business management field, no studies were found to 
address the underlying causes of recruitment and retention issues on the local level within LHDs. 
Furthermore, studies that have been conducted within business management field do not apply a 
universally accepted theoretical framework to address such workforce challenges nor did they 
focus specifically on recruitment and retention efforts that focus on diversifying the public health 
workforce. Recruitment and retention strategies are essential constituents of the establishment of 
a strong public health workforce and should be undertaken with the cognizance of the 
populations to be served. The recruitment of competent and skilled individuals into the public 
health field and the retention of these individuals within the public health workforce are two 
important elements public health organizations must address to fulfill their responsibilities to the 
community. More studies are needed to examine all of these factors. In addition, studies need to 
be conducted in the LHD settings because the LHD workforce engagement with residents 
through service delivery and education have a direct impact on population health. Thus, it is 
important to determine the extent to which recruitment and retention strategies can influence the 
diversification of the public health workforce. Such findings may result in policies, 











This chapter describes study methodology, including the population and sample, 
instrumentation, data collection, data analysis, and limitations. This methodology includes two 
sections: primary quantitative methodology and primary qualitative methodology. This study 
employs cross-sectional data analysis methods for analyzing the Employee Recruitment and 
Retention (ERR) Survey and ERR Interview across two states: North Carolina and Virginia. 
Using primary and secondary data, a mixed methods approach was used for this research with an 
emphasis on the triangulation of the qualitative and quantitative data. Prior to initiating the study, 
approval was obtained from the Georgia Southern University Institutional Review Board (IRB). 
 
Purpose of the Study 
The rationale for selecting this design was to explore in-depth the perceptions of 
organizational occupational support, and supervisory support, and commitment among non-
White males (men of color) employed at state and local health departments in two southern states 
and strategies used to diversify the public health workforce.  Employing a mixed methods study 
design provided a richer description of the context. Moreover, the combination of both surveys 
and leadership interviews targeted specific issues about perceptions that one methodology alone 
could not achieve.  The survey instrument identified perceptions of connectedness to their 
profession among the target population; whereas the leadership interviews explored and verified 
the actual strategies participants employed create a diverse workforce in North Carolina and 
Virginia local and state health departments.  





The study’s exploratory methodological approach comprised a comparative case study 
design to assess the issues surrounding recruitment and retention practices and characteristics 
within the unit of observation,  states, and  included: 1) collecting quantitative and qualitative 
data concurrently (e.g., employee surveys and leadership interviews); 2) analyzing the 
quantitative and qualitative data separately; 3) mixing the results qualitative components of the 
two data sets; and 4) interpreting the quantitative and qualitative data to provide a better 
understanding of the problem (Creswell, 2009).  
Justification for Study Design 
The assessment of health department employees’ perceptions of organizational and 
supervisory support, and organizational commitment and health department recruitment and 
retention strategies, an exploratory research deign was employed. Exploratory research is a type 
of research suited to answer open-ended or comparatively broad research questions aimed at 
“tackl[ing] new problems on which little or no previous research has been done” (Brown, 2006, 
p.34). An exploratory research will be used to explore the research questions posed and gather 
new data and new insights (Saunders, Lewis,  & Thornhill, 2012) on health department  
strategies used to recruit and retain public health workers that can lead to further hypotheses 
development and lay the groundwork that may lead to future conclusive research. For this study, 
it was important to identify perceptions and strategies that led to increased recruitment and 
retention rates of health department workers. Exploratory research can provide the tools needed 
in order help to develop best practices that will benefit health departments in sustaining a viable 
workforce. (Figure 5).  
 
 






Exploratory Research Design  
 
 
Acknowledging that each study design method contains limitations, cross-sectional study 
was selected based on the ability of these types of studies to be conducted relatively faster and 
inexpensively as compared to other study designs. Another advantage of a cross-sectional study 
design is that respondents are not lost to follow-up since the survey is administered at one point 
in time. Surveys are commonly used for descriptive purposes and are perhaps the best method 
available to collect data for a population too large to observe directly (Babbie, 2008). 
Descriptive, cross-sectional survey designs may be useful for public health planning, monitoring, 
and evaluation (Setia, 2016). This study’s research design was guided by the theoretical 
framework to explore the issues regarding recruitment and retention of minority males at rates 
proportionate to the communities served. 
Primary data collection in this study was conducted using qualitative and quantitative 





























researcher and the health department staff whose role and responsibilities including recruiting 
and supervising staff. This type of interviewing was used to allow for greater flexibility and 
freedom for both the interviewer and interviewees due to the geographical distance between both 
parties.  Interviews were selected as the qualitative data collection method because it allowed for 
a greater depth in responses by providing the opportunity for the interviewer to probe and 
follow-up on the interviewees responses as needed (Alshenqeeti, 2014). Interview responses, as 
compared to quantitative or other quantitative data collection methods (i.e., observations, 
documents, and audio-visual materials) have the ability to go beyond anecdotal concerns 
minority male public health workers representation in public health and systematically, 
holistically describe recruitment and retention successes and challenges in the public health 
workforce across both states in which the study was conducted (Moore, 2009). Interview 
responses identified other factors that contribute to disproportionate numbers of minority male 
public health workers within the states. The advantages of interview technique are high response 
rate; fewer incomplete responses, grounded in reality, controlled answering order, and relatively 
flexible. Disadvantages of interviews are:  time-consuming; small sample size; lack anonymity, 
and potential subconscious, researcher, or recall biases (Alshenqeeti, 2014; Creswell, 2009). 
An experimental gold standard study design would be ideal in assessing the correlation 
between recruitment and retention strategies with the employment, supervisory, and job 
satisfaction rates among minority male public health workers.  However, this study method was 
the best approach to explore the topic in order to gain more in-depth knowledge. While the 
purpose of a survey is not to answer a question completely, in this study, survey responses, open-
ended items in particular and qualitative interviews,  provided some indications and allowed 




further elaboration and more insight into strategies that increase the recruitment and retention of 
minority males in the public health workforce that cannot be captured quantitatively (Shi, 2008).  
Primary quantitative data collected provided a numeric description that may be 
generalized to the specific population and provide tests of prediction. Although participants’ 
perceptions and beliefs cannot be meaningfully reduced to numbers or adequately understood 
without context (e.g., place, time, or lived experiences) (Dudwick, Kuehnast, Jones and 
Woolcock, 2006), surveys have the potential for giving a voice to diverse participants (Creswell, 
2009). Survey data may provide generalizable perceptions of minority male public health 
workers which may inform changes processes within state and local public health agencies that 
address future recruitment and retention strategies of this underrepresented sector of the public 
health workforce (Creswell, 2009).  
 
Study Sample 
Virginia’s SHA is a free-standing/independent agency and has a largely centralized 
relationship with its 119 LHDs. It is among the top 10 state employers and employees over 3,000 
public health workers statewide (DHRM, 2018). North Carolina SHA and LHDs served as a 
comparison to Virginia. The North Carolina SHA is under a larger agency and has a 
decentralized relationship with LHDs. There are 91 local or regional health departments with 
over 2,000 public health workers employed (NC DHHS, 2019). The participants were employees 
currently employed at Virginia and North Carolina SHAs and LHDs.  
Recruitment 
Survey participants were recruited via social media platforms (e.g., Facebook®, 
Twitter®, and LinkedIn®) and email. The researcher posted the ERR Flyers (Appendix B) on 




social media platforms. Follow-up recruitment flyers were scheduled be posted one week, three 
days, and one day prior to the closing on the web-based survey and interview scheduling 
deadlines. During the same timeframe, the researcher sent direct messages to 1st, 2nd, and 3rd 
level connections2 (n=318) whose profile indicated employment at a county or state health 
department in North Carolina or Virginia. Because smaller number of interview participants than 
expected responded to the recruitment, the interview period was extended, and posts were made 
periodically until qualitative data analysis did not reveal any new codes and themes. 
Additionally, because smaller than anticipated responses were received for the survey, after two 
weeks of recruitment via social media, direct emails were sent to health department directors. At 
week five of recruitment, the researcher was able to enlist assistance from the National 
Association of City and County Health Officials distributed the survey recruitment materials via 
email to 1,011 members of its listserv.   
Recruitment efforts guided participants to the web-based survey (ERR Survey Tool) and 
interview screening and scheduling (ERR Interview Tool) using Qualtrics™ (2020), an on-line 
survey instrument, to limit human-to-human contact. Screening questions for both the ERR 
Survey Tool and ERR Interview tool determined eligibility before allowing participants to 
advance to access the consent and questionnaire segments of each tool. Survey participants and 
interview participants were informed that participation was voluntary and confidential as the 
research was collect and store the de-identified data. Upon completion of the ERR Interview 
Tool, participants provided up to three preferred dates and times to conduct an interview along 
with an email address to confirm the interview.  The research sent a confirmation email with the 
 
2 A total of 1,082 profiles were identified in the Linkedin® search. Of those identified as being employed at a health 
department within the targeted states, 318 were identified as being currently employed at a health department within 
the targeted states based on their profile. Octopus® was used to send mass messages out to all 318 employees 
identified. Of those identified 98 accepted the connection request and/or opened the Inmail® message.   




scheduled date and time of the interview and a calendar invite containing a link to Google Meet 
where the audio-only recording would take place. This process took place from September 2020 
to October 2020. 
Sampling Procedure 
The nonprobability sampling method that was employed for the quantitative and 
qualitative aspects was convenience sampling. The sample was comprised of public health 
workers in North Carolina and Virginia who: 1) had access to and were active on the social 
media platforms selected during the time of recruitment;  2) received a direct email from the 
researcher or NACCHO; and/or 3) received a shared social media message or forwarded email. 
The study lacks a full sampling frame due to the difficulties imposed due to conditions 
determined by a limited data access.  
  



































































The ERR survey was used to explore LHD recruit and retention strategies (RQ1 and RQ2) using 
an interview guide with questions adapted from the Substance Abuse & Mental Health Services 
Administration (SAMHSA) The Recruitment and Retention Toolkit (n.d.) and PH WINS (2017). 
The ERR survey examines POS, PSS, OC, and intent to leave (RQ1 and RQ2) among minority 
male public health worker. Table 3.2 outlines variables, variable operationalization, and coding 
from the ERR Interview Tool and Interview Guide. Table 3.2 outlines variables and concepts 
assessed through the ERR Survey Tool. 
 






Interview Data Variables 
Concept Variable Associated Instrument 
Question 




LHD Location What is the name of the 
local health department 





















































Do you provide public 
health education or 







Does your position 
require you to interface 
(work) with the public 
to provide education 














Do you provide public 
health education or 






Does your position 
require you to interface 
(work) with the public 
to provide education 










Tenure How long have you 
worked in this role? 
Continuous   
How long, in years, 
have you worked at 
your current health 
department? If less than 
one (1), respond with 
"less than 1 year."  
Continuous   
How long, in years, 
have you worked in 
public health? If less 
than one (1), respond 
with "less than 1 year."  
Continuous   
Employment 
Type 
Are you currently 
employed full-time at 






Are you currently 
working as a classified, 










What is your 
supervisory status? 
I am a supervisor. 
I am a manager. 
I am a director. 
Other (enter 
status) 






Education What is the highest 
degree you have 
attained? 
Bachelor’s degree  
High school 
diploma       






degree=0      
High school 
diploma=1       








Other  Doctoral degree=5 
Other=6 
Do you have a degree 





Salary Which best describes 
your salary?  
 




















Age How old are you today?  Continuous  
 
18-24 years old=0 
25-34 years old=1 
35-44 years old=2 
45-54 years old=3 
55-64 years old=4 
65-74 years old=5 
75 years or older=6 






Race With what race do you 
self-identify? 




or Alaska Native 
Asian 
Native Hawaiian 
or Pacific Islander 
Other 
Black or African 
American=0 
White=1 
American Indian or 
Alaska Native=2 
Asian=3 
Native Hawaiian or 
Pacific Islander=4 
Other=5 



















Recruitment What methods for 
recruiting new staff 
(i.e., attracting staff to 
apply for positions) 
does your health 








Retention  What methods of 
retaining staff (i.e., 















What are the biggest 
challenges within your 
health department to 
recruitment and 
retention (e.g., 

















What is being tried to 
improve the situation 












Diversity What methods does 
your health district use 
to ensure a diverse 
(e.g., age, race, gender, 





Have these efforts been 



























What is the name 
of the health 
department within 
which you work? 
Open-ended List of health departments 
Role 
Classification 




























Financial Services) =0 
Clinical and 
Laboratory=1 




Services (non-clinical or 
laboratory) =3 
Other/Direct service 
position (enter position 
below) =4 
Other/Non-direct service 
position (enter position 
below) =5 












you to interface 
(work) with the 
public to provide 
education and 

























you to interface 
(work) with the 
public to provide 
education and 










Tenure How long, in 
years, have you 
worked at your 
current health 
department? If 
less than one (1), 
respond with "less 
than 1 year." 






How long, in 
years, have you 
worked in public 
health? If less 
than one (1), 
respond with "less 
than 1 year." 








Are you currently 
employed full-







Are you currently 












What is your 
supervisory 
status? 
I am a supervisor. 
I am a manager. 





Director, and Other=1 




I do not have a 
supervisory role 
Education What is the 
highest degree 
you have attained? 
Bachelor’s degree  
High school 
diploma       






Bachelor’s degree=0      
High school diploma=1       





Do you have a 




















Less than $20,000, 
$20,000 to $34,999=0 
$35,000 to $49,999=1 
$50,000 to $74,999=2 
$75,000 to $99,999= 3 
$100,000+=4 




18-24 years old=0 
25-34 years old=1 
35-44 years old=2 
45-54 years old=3 
55-64 years old=4 
65 years old and older=5 
Gender With which 






Race With what race do 
you self-identify? 




or Alaska Native 
Asian 
Native Hawaiian 
or Pacific Islander 
Other 
Black or African 
American=0 
White=1 
American Indian or 
Alaska Native=2 
Asian=3 
Native Hawaiian or 
Pacific Islander=4 
Other=5 









































































































new staff (i.e., 
attracting staff 


























Do you plan to 
leave your 
No, I do not 
plan to leave 
No, I do not plan to 
leave or retire=0 
RQ2 








Yes, I plan to 
leave for 
another job in 
public health 





Yes, I plan to 
retire 
Yes – I plan 





Yes, I plan to leave 
for another job in 
public health=0 
Yes, I plan to leave 
for another job NOT 
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A multi-level theoretical framework approach was used to establish the context for the 
proposed research: OST. Independent variables (demographics, health department, tenure, etc.) 
and availability for an interview was collected in Qualtrics™ via the ERR Interview Tool 
(Appendix H).  Effective organizational strategies to recruit and retain employees and diversify 
the workforce were assessed through case study interviews using questions adapted from the 
SAMHSA The Recruitment and Retention Toolkit (n.d.) (Appendix I). The purpose of the 
SAMHSA toolkit was to assist organizations in build a plan that increases successful 
recruitment, reduces turnover, and improves retention without utilizing an increase in worker 
compensation rates. Interviews conducted using the open-ended interview questions gathered 
information from health department leadership in order to “determine which recruitment and 
retention efforts have been tried and under what circumstances, what has previously worked or 




1. What methods for recruiting new staff (i.e., attracting staff to apply for positions) does 
your health department use?  
2. What retention strategies such as specific training, staff reviews, coaching, or planning 
and evaluations been implemented? 




3. What are the biggest challenges within your health department related to recruitment and 
retention (e.g., location, lack of teamwork, not welcoming newcomers, consumer 
demographics, or rural locations)? 
4. What has been tried to improve the situation (e.g., new recruitment strategies, 
teambuilding methods, enhanced training efforts, or other strategies)?  
5. What methods does your health department use to ensure a diverse (e.g., age, race, 
gender, etc.) work force? 
6. Have these efforts been successful? Why or why not? 
 
Participant Surveys 
Individual employees’ perceptions were examined through cross-sectional survey data 
collected utilizing the ERR Survey which combines the SPOS, SPSS, and OCQ using 
Qualtrics™ (see Appendix F). POS is a distinctive construct that the SPOS measures with high 
reliability. According to Rhoades & Eisenberger (2002), the majority of studies on POS use a 
shortened version of the 32-item tool developed from highest loading items in the SPOS 
(Eisenberger et al., 1986). Eisenberger’s original scale is unidimensional and has high internal 
reliability; furthermore, the use of the shorter version did not appear to be problematic in 
Rhoades and Eisenberger’s (2002) meta-analyses of previous research conducted using SPOS. 
Moreover, both facets of the definition of POS (valuation of employees’ contribution and care 
about employees’ well-being are represented in short versions of the questionnaire. The eight-
item version of the SPOS assessed public health workers’ POS using a 7-point Likert-type 
response format (strongly disagree to strongly agree). The Survey of Perceived Supervisor 
support (SPSS) consists of the abridged eight-item, 7-point Likert agreement scale. As with 




Burns (2016), the SPSS was adapted from the SPOS to measure PSS by replacing the term 
“organization” with “supervisor”  due to the identical nature of the definitions of POS and PSS. 
For this scale,  “My organization really cares about my well-being,” was changed to “My 
supervisor really cares about my wellbeing.” The fundamental difference between the two terms 
are the source of support being at the organizational or supervisory level.  The original 15-item 
OC assessment tool was developed by Porter et al., (Porter et al., 1974; Porter et al., 1976, 
Monday, et al, 1979) as a measure of OC, which is defined as "(1) a strong belief in and 
acceptance of the organization's goals and values; (2) a willingness to exert considerable effort 
on behalf of the organization; and (3) a strong desire to maintain membership in the 
organization" (Mowday, et al., 1979, p. 226). The OCQ used the same 7-point Likert-type scale 
as SPOS.  The abridged nine-item OCQ scale developed by Mowday (1979) was used in this 
study as it has been widely used in research and has been shown to have acceptable psychometric 
properties (Mowday et al., 1979). The same 7-point Likert item was used as the adapted scales 
(as compared to a 5-point Likert item) it is a sensitive and robust measure. Five-point Likert 
items elicited a significantly higher number of interpolations than the 7-point items (p < .01) 
(Finstad, 2010).  The SPOS, SPSS, and OCQ survey instrument questions include: 
 
Survey of Perceived Organizational Support 
1. The organization values my contribution to its well-being. 
3. The organization appreciates any extra effort from me.  
7. The organization would not ignore any complaint from me. 
9. The organization really cares about my well-being. 
17. When I did the best job possible, the organization takes notice.  




21. The organization cares about my general satisfaction at work. 
23. The organization shows concern for me.  
27. The organization takes pride in my accomplishments at work. 
(Rhoades & Eisenberger, 2002)   
 
Survey of Perceived Supervisor Support 
1. My supervisor values my contribution to its well-being.       
3. My supervisor appreciates any extra effort from me.       
7. My supervisor pays attention to any complaints from me.      
9. My supervisor really cares about my well-being.   
17. When I have done the best job possible, my supervisor would take notice.  
21. My supervisor cares about my general satisfaction at work.   
23. My supervisor shows concern for me.  
27. My supervisor takes pride in my accomplishments at work.  
(Adapted from Rhoades & Eisenberger, 2002)   
 
Occupational Commitment Questionnaire 
Affective Organizational Commitment 
1.    I feel like part of a family at my health department. 
2.    I feel emotionally attached to my health department.  
3.    Working at my health department has a great deal of personal meaning for me.  
4.    I feel a strong sense of belonging to my health department. 
5.   My health department deserves my loyalty. 




6.    I am proud to tell others that I work at my health department. 
7.    I would be happy to work at my health department until I retire.  
8.    I really feel that any problems faced by my health department are also my problems.  
9.    I enjoy discussing my health department with people outside of it.   
(Porter et al., 1974; Porter et al., 1976, Mowday et al, 1979) 
 
As with the leadership interviews, a multi-level theoretical framework approach was also 
used to establish the context for OST. Effective organizational strategies were assessed through 
case study surveys using questions adapted from the SAMHSA The Recruitment and Retention 
Toolkit (n.d.) and PH WINS (2017). Survey questions gathered information from health 
department employees in order to determine what recruitment, retention, and workforce diversity 
efforts have been attempted. PH WINS questions adapted for the ERR Survey Tool provide 
further insight into public health worker retention by assessing the employees’ intention to leave 
the health department and in what time frame. The questions to address the objectives of this 
study included: 
 
Recruitment and Retention Scale 
1. What methods for recruiting new staff (i.e., attracting staff to apply for positions) does 
your health department use?3  
2. What methods of retaining staff (i.e., keeping staff on board) does your health department 
use?3 
 
3 (SAMHSA, n.d.) 




3. What methods does your health department use to ensure a diverse (e.g., age, race, 
gender, etc.) work force?3 
4. Do you plan to leave your current position, if so select the reason(s) you plan to leave?4   
5. If you are considering leaving, how long have you been considering it?4 
6. What are the top factors for wanting to leave your current job and work situation?4 
 
The participant demographic scale was developed by aligning independent variables with those 




Data collected using the ERR Interview Tool organized and documented into databases, 
tabular materials, and narratives were analyzed by examining, categorizing, and tabulating the 
evidence to address the initial propositions of a study. Analytic techniques included initial 
coding, pattern-matching, explanation-building, and cross-case synthesis analysis to develop 
categories of successful strategies for recruitment and retention of minority males in the public 
health workforce. Initial coding examined, compared, and searched for similarities and 
differences throughout the data during and after the data collection process. Pattern-matching 
coding uncovered major themes underneath the segments of the data by identifying patterns in 
human relationships while explanation building analysis identified causes and explanations to the 
possible phenomenon, construct frameworks, and processes. To conclude, a cross-case synthesis 
analysis identified new levels of understanding the existing knowledge by reviewing the open-
 
4 PH WINS (2017) 




ended survey responses comparatively (Yin, 1994; Baxter & Jack, 2008). The data were 
managed, coded, and analyzed using NVivo (released March 2020) (QSR International Pty Ltd., 
2020).  
Univariate Analysis 
Seventeen participants’ demographics and interview transcripts were analyzed. Interview 
participants were employed at a state or local health department in North Carolina or Virginia 
and served in a supervisory, managerial, director, or human resources role whose responsibility 
included recruiting and providing oversight of at least one staff member. Participant 
Demographics questionnaires within the ERR Interview Tool were first to be analyzed in order 
to provide a description of the sample from which data were collected (e.g., age, race, gender, 
tenure, education, income, and position/role). The means, modes, range, and standard deviations 
were analyzed using cross tabulations to explore the differences in responses of the employees 
and compare the two states.  
Coding for Themes 
Data analysis for the participant interviews occurred in six steps (Creswell, 2009). The 
findings, and more specifically, the six main themes that emerged, answered the study’s research 
questions related to recruitment and retention strategies and workforce diversity strategies.  
 
Step 1- Transcription:  Once interviews were complete, interview recordings were transcribed 
using Otter.ai (Otter.ai, 2020).  
 
Step 2- Transcription Validity: Transcription validity was assessed by playing back interviews 
and making edits to auto-transcriptions as needed. Interviewer notes were also reviewed and 




compared to auto-transcription to ensure validity. The transcription validation process was labor-
intensive, typically involving one to three hours for each interview.  
 
Step 3-Creation of themes: Prior to the use of NVivo, all transcripts were read for initial 
impressions and then read a second time identify key words and phrases that would be used in 
NVivo to detect trends within the context of the study’s research questions related to recruitment, 
retention, and diversity efforts in health departments. Using the NVivo broad-brush approach, 
word frequency and text search queries were conducted. The word frequency query was used to 
identify the top 50 words (five letters or less) appearing in transcripts. Such words that appears in 
the word frequency search included: “think;” “health;” diversity;” “trainings;” and “community.” 
The text search query was used to identify keywords and phrases identified in Step 1. Such 
words and phrases included: “recruitment strategy,” “retention strategy,” “diversity,” “epidemic 
OR pandemic OR COVID,” “challenge,” “minority male,” and “race” and limited variations 
(e.g., strategy and strategies appeared in the search). Based on keyword search results, NVivo 
software produced 378 references (excluding researcher mentions of the keyword and phrases) 
throughout the transcript texts for further review.   
 
Step 4- Creation of codes: The 378 references were categories into 54 different codes or nodes 
(later referred to as concepts).  NVivo (2020) uses the term “node” to refer to a collection of 
references about a specific theme, case, or relationship within the content being analyzed.  Nodes 
allowed for the grouping of the references so reveal patterns and ideas embedded within the 
transcripts. The researcher used the codes to develop larger themes, which became the major 




headings in the results (see Table 3). This study used quotes, as evidence to the themes, to 
represent the findings.  
 
Step 5- Cross-case analysis:  After the codes, themes, and meanings from the qualitative data 
analysis assessed and then summarized, commonalities and differences between the cases were 
noted.  
 
Step 6- Interpretation of the data: The final step in the qualitative data analysis involved the 
interpretation of the data (Creswell, 2009).  
Participant Surveys 
Quantitative Data Analysis  
Individual employee survey response data collected through the combined SPOS, SPSS, 
OCQ, and Participant Demographics questionnaires with the ERR Survey Tool were analyzed in 
order to provide a description of the sample from which data were collected (e.g., age, race, 
gender, tenure, education, income, and position/role). The means, modes, range, and standard 
deviations for the analyzed using cross tabulations to explore the differences in responses of the 
employees by health department. Second, the Likert-type variables were analyzed using 
frequency distributions. Third, to determine the relationship between SPOS, SPSS, and OCQ 
scores, Pearson product moment correlation coefficients was determined. All quantitative 
analyses were carried out using IBM SPSS® Statistics Desktop, V22.0. 
Qualitative Data Analysis 
As with the transcribed participant interviews, the qualitative section of the ERR Survey 
Tool, Recruitment and Retention, was analyzed through a multi-set approach. Prior to the use of 
NVivo, all qualitative responses were read for initial impressions and then read a second time 




identify key words and phrases that would be used with NVivo to detect trends within the context of 
the study’s research questions related to recruitment, retention, diversity efforts.  Using the NVivo 
broad-brush approach, word frequency and text search queries were conducted. The word frequency 
query was used to identify the top 50 words (five letters or less) appearing among qualitative 
responses. “Diversity,” “staff,” “promotion,” “community,” and “social” appeared in the word 
frequency search. Each qualitative question, recruitment, retention, diversity, and top reasons to 
leave, was treated as a theme. NVivo software produced 78 references throughout the responses for 
further review.  The nearly 80 references were broken down into 23 codes (see Table 4). This study 
used quotes, as evidence to the themes, to represent the findings. As with the interviews, the final 
step in the qualitative data analysis of surveys involved the interpretation of the data. 
  






Final themes and concepts from leadership interviews 
Theme Concepts 
Impact of covid-19  













Lack of diversity  
Lack of flexibility 
Lack of formal practices  
Lack of upward mobility  
Location of health department  
Pay or income/noncompetitive 
salaries 

















Ways to improve recruitment and 
retention strategies 
 
Gainer feedback from staff  








Final themes and concepts from survey 
Themes Concepts 











Improve administrative policies 
Offer financial incentives 
Other incentives 




Workforce diversity needs  
Age 
Community relationship 






Current diversity strategies  
Applications and interview processes 
Coalitions and boards 
Data-driven decisions  
Dedicated staff role  
Intentional  recruitment 
Training  
Work culture 












Top Reasons to Leave  
Compensation 
Education 
Lack of training 






The researcher of this study is a Doctor of Public Health Candidate trained in qualitative 
and quantitative methods. As data were collected and analyzed, this study aimed to ensure that 
ethical considerations were taking into account. During the initial stages of planning to conduct 
research for this study, approval from Georgia Southern University’s Institutional Review Board 
(IRB) was obtained. 
Due to the lack of identifiable information tied to the qualitative data collection, a waiver 
of consent application was obtained in lieu of requiring all participants to complete an informed 
consent. Before proceeding to the survey instruments for both the ERR Survey and ERR 
Interview Tools, each participant had the opportunity to review the consent (Appendices E and 
G) before proceeding to the questionnaire. Leadership interviews were conducted via Google 
Meet without the use of cameras or video recording. Participants also provided verbal content to 
continue to the Interview Guide questions. By identifying the purpose and intent of the study, 
both the risks and benefits of participating in the study were disclosed to the participants.  




The risks for a survey conducted on human participants included psychological factors as 
well as issues concerning privacy and confidentiality. However, this survey was administered on 
Qualtrics ™, a completely confidential on-line survey tool. The survey instrument did not ask for 
any personal, individual identifiers such as name, address, or date of birth. There were minimal 
risks of strong emotional response due to the sensitive nature of the subject, such as 
uncomfortability while answering questions referencing their employment history, satisfaction, 
and support. Taking the survey or participating in the interview was on a strictly voluntary basis 
and participants could opt out of eithers at any time.  
Qualtrics ™ minimized many of these risks. The online-survey tools reduced human-to-
human contact. Therefore, any feelings of discomfort or embarrassment were not brought on by 
the presence of another person. Since the survey was computer-based with forced- answer 
responses, there were no concern for handwriting recognition. The anonymity of individuals was 
protected by assigning participant identification numbers. With no specific identifiers, other than 
demographic information, it was impossible to ascertain definite identity of a participant. While 
survey participants were asked to provide an email address to confirm their scheduled interview 
and to affirm participants identity prior to the start of the guided interview questions, email nor 
other identifiable information in written or audio form were connected to the recorded interview 
audio file. Leadership interviews were filed under a unique identifier. 
All data were kept on a password protected laptop computer and any electronic copies of 
documents, audio recordings, and data analyses were safely secured in electronic files only 
accessible to the researcher.  
 
  






This chapter includes discussion of the analyses conducted and how the analyses tie back 
to the research questions. The quantitative and qualitative findings were merged in this chapter 
reported on the demographic characteristics of the participants and participants’ organizational 
commitment, perceived occupational support, perceived supervisor support, and intent to vacate 
current position. The quantitative outcomes consist of descriptive statistics, whereas the 
qualitative results analysis consisted of transcripts from the 17 leadership interviews conducted 
to uncover codes and themes is described in detail in this chapter. There were three levels of 
analysis for strategies used to by health departments to recruit and retain employees: 1) open 
coding;  2) selective coding; and 3) theoretical coding. At each level of analysis, constant 
comparison was used to distill the data further until themes emerged from the data. Included in 
the chapter are tables and graphics used to present detailed code and theme data, as well as 




The researcher sought to ensure the reliability and validity of instruments in order to 
enhance the accuracy of the assessment and evaluations. Validity and reliability are two 
fundamental elements in the evaluation of a measurement instrument. Cronbach’s alpha is the 
most widely used objective measure of reliability. Cronbach’s alpha is expressed as a number 
between 0 and 1 with accepted values ranging from 0.70 to 0.95. Larger values indicate a higher 
degree of consistency and connectedness between items (Tavakol & Dennick, 2011; Cortina, 




1993). Cronbach’s alpha scores were calculated to determine the internal consistency of the 
instrument (See Table 5). The overall Cronbach alpha for the OC, POS, and OC scales are 
instrument 0.934, 0.843, and 0.965 respectively. 
Table 5  
 
Cronbach’s Alpha Reliability Coefficients  
Scale Number of Items in the Scale Cronbach’s Alpha 
Perceived Organizational Support 8 0.934 
Perceived Supervisory Support 8 0.843 
Organizational Commitment 9 0.965 
Cronbach’s Alpha scores calculated from (n=23) 
 
 
Description of Sample 
Sample Characteristics of Survey Respondents  
A total of 108 participants completed the ERR Survey Tool. For the purpose of this analysis, 
participants who self-reported as female, non-binary, White, or being employed at a health 
department not located North Carolina or Virginia were excluded (n=85). Thus, a total of 23 
participants remained for analysis. A flowchart documenting the survey analysis is displayed in 





















Figure 7  
 
Flowchart of survey analysis 
 
 
As shown in Table 6, of the eligible respondents who completed the survey, 65.2 % self-
reported being identified as Black or African American, 13% as American Indian or Alaska 
Native, 8.7% Asian, and 4.3% as White (White/non-Hispanic). Overall, six survey respondents 
identified as Hispanic/Latino. Virginia respondents tended to be more diverse as compared to 
those representing a SHA or LHD in North Carolina. Survey respondents ranged from 23 years 
to 65 years of age. Survey respondents tended to be older than interview participants (Mean= 
42.5, Standard Deviation= 11.58). A majority of respondents, 30.4%, were between the ages of 
35 and 44 years of age. Due to distribution of the respondents’ ages, the variable was collapsed 
into fewer categories resulting in the following ranges: 18-24; 25-34; 35-44; 45-54; 55-64; and 
65 and older.  North Carolina respondents were 45.64 years of age on average (Standard 
Deviation= 11.06). Virginia interview respondents were younger (Mean= 39.36; Standard 
VALID COMPLETED SURVEYS  
n=23 
SCREENER SURVEYS STARTED 
n=108 





No gender selected=21 
Non-binary= 1 




Not employed at health department 
in In NC or VA=6 
No health department reported= 2 




Deviation= 11.74). Nearly half of respondents had received a bachelor’s degree. Most 
respondents did not receive a degree in public health. Representation from North Carolina and 
Virginia local health departments were equal at 30.4% each. The next greatest represented 
location was from respondents from Virginia SHA (21.7%) followed by North Carolina SHA at 
17.4%. Almost 35% of respondents were supervisors, while 39.1% served in a Public 
Health/Social Services role. Collectively, over half of survey respondents earned between 
$50,000 - $74,999 and $75,000 - $99,999 annually. Of the five respondents that self-reported 
earning $100,000 or more, most of them were employed at a SHA or LHD in North Carolina 
(n=3). On average, respondents worked 8.52 years in public health (Standard Deviation=8.9) of 
which 5.6 years had been spent working at their current health department (Standard 
Deviation=8.75). Virginia respondents had more years of public health experience having spent 
nearly 11 years in the field. Tenure in public health and at their current health department was 
categorized into five categories (0-5, 6-10, 11-15, 16-20, 21 or more) based on distribution. Most 
respondents, 47.8%, did not plan to leave or retire from their current positions. Of those planning 
to leave or retire, 13% planned to leave for a job in public health while nearly nine percent 
planned to leave for a job outside of public health or retire.  






Descriptive statistics of survey respondents  











Age in years    
18-24 1 (9.1) 1 (8.3) 2 (8.7) 
25-34 2 (18.2) 3 (25.0) 5 (21.7) 
35-44 2 (18.2) 5 (41.7) 7 (30.4) 
45-54 5 (45.5) 1 (8.3) 6 (26.1) 
55-64 1 (9.1) 1 (8.3) 2 (8.7) 
Unknown 0 (0) 1 (8.3) 1 (4.3) 
Gender    
Male 11 (100) 12 (100) 23 (100.0) 
Race    
Black/AA 9 (81.8) 6 (50.0) 15 (65.2) 
American Indian or Alaska Native 2 (18.2) 1 (8.3) 3 (13.0) 
Asian 0 (0) 2 (16.7) 2 (8.7) 
Other  0 (0) 2 (16.7) 2 (8.7) 
White 0 (0) 1 (8.3) 1 (4.3) 
Ethnicity    
Non-Hispanic 9 (81.8) 8 (66.7) 17 (73.9) 
Hispanic/Latino 2 (18.2) 4 (33.3) 6 (26.1) 
Education    
High school graduate 1 (9.1) 0 (0) 1 (4.3) 
Associate degree 1 (9.1) 1 (8.3) 2 (8.7) 
Bachelor's degree 5 (45.5) 6 (50.0) 11 (47.8) 
Master's degree 2 (18.2) 4 (33.3) 6 (26.1) 
Doctoral degree 2 (18.2) 1 (8.3) 3 (13.0) 
Public Health Degree    
No 7 (63.6) 9 (75.0) 16 (69.6) 
Yes 4 (36.4) 3 (25.0) 7 (30.4) 
Employment Status    
Contractor 0 (0) 2 (16.7) 2 (8.7) 
Full-time 11 (100) 10 (83.3) 21 (91.3) 
Supervisory Status    
Director 3 (27.3) 1 (8.3) 4 (17.4) 
Manager 4 (36.4) 0 (0) 4 (17.4) 
Supervisor 2 (18.2) 6 (50.0) 8 (34.8) 
No supervisory role 2 (18.2) 5 (41.7) 7 (30.4) 
Role    
Administrative 0 (0) 0 (0) 0 (0) 




Administrative (i.e., Human 
Resources) 
3 (27.3) 1 (8.3) 4 (17.4) 
Clinical/Laboratory 1 (9.1) 1 (8.3) 2 (8.7) 
Other/Direct Service 1 (9.1) 3 (27.3) 4 (17.4) 
Other/Non-direct Service 0 (0) 0 (0) 0 (0) 
Public Health Science 3 (27.3) 1 (8.3) 4 (17.4) 
Public Health/Social Services 3 (27.3) 6 (50) 9 (39.1) 
Salary    
Less than $20,000 0 (0) 1 (8.3) 1 (4.3) 
$20,000 - $34,999 1 (9.1) 0 (0) 1 (4.3) 
$35,000 - $49,999 1 (9.1) 3 (25.0) 4 (17.4) 
$50,000 - $74,999 4 (36.4) 4 (25.0) 8 (34.8) 
$75,000 - $99,999 2 (18.2) 2 (16.7) 4 (17.4) 
$100,000 or more 3 (27.3) 2 (16.7) 5 (21.7) 
Offer Public Health Education    
No 2 (18.2) 6 (50.0) 8 (34.8) 
Yes 9 (81.8) 6 (50.0) 15 (65.2) 
Works with the Public    
No 5 (45.5) 5 (41.7) 10 (43.5) 
Yes 6 (54.5) 7 (58.3) 13 (56) 
Tenure in Public Health (in years)    
0-5 7 (63.6) 5 (41.7) 12 (52.2) 
6-10 2 (18.2) 1 (8.3) 3 (13.0) 
11-15 2 (18.2) 2 (16.7) 4 (17.4) 
16-20 0 (0) 3 (25.0) 3 (13.0) 
21+ 0 (0) 1 (8.3)  1 (4.3) 
Tenure at Health Department (in 
years) 
   
0-5 9 (81.8) 7 (58.3) 16 (69.6) 
6-10 1 (9.1) 2 (16.7) 3 (13.0) 
11-15 1 (9.1) 1 (8.3) 2 (8.7) 
16-20 0 (0) 1 (8.3) 1 (4.3) 
21+ 0 (0) 1 (8.3) 1 (4.3) 
Plan to vacate position*    
No, I do not plan to leave or retire 5 (45.5) 6 (50.0) 11 (47.8) 
Yes – I plan to leave for another 
reason  
2 (18.2) 3 (25.0) 5 (21.7) 
Yes, I plan to leave for another job 
in public health 
2 (18.2) 1 (8.3) 3 (13.0) 
Yes, I plan to leave for another job 
NOT in public health 
1 (9.1) 1 (8.3) 2 (8.7) 
Yes, I plan to retire 1 (9.1) 1 (8.3) 2 (8.7) 
Time spent contemplating vacating 
position** 
   
3 to 6 months 2 (18.2) 2 (16.7) 4 (17.4) 




More than 6 months 5 (45.5) 3 (25.0) 8 (34.8) 
I am not considering leaving 4 (36.4) 7 (58.3) 11 (47.8) 
Total 11 12 23 
Note: Survey Respondent Sample Size (N=23); *ERR Survey Question: Do you plan to leave 
your current position?**ERR Survey Question: If you are considering leaving, how long have 
you been considering it? 
 
Organizational Support Theory 
Perceived Organizational Support 
POS was defined as a general belief in which employees’ perception concerning the 
extent to which the organization values their contribution and cares about their well-being 
(Eisenberger, et al. 1986). POS was measured with eight items, such as “The organization values 
my contribution to its well-being,” and “The organization appreciates any extra effort from me.”  
The response format for the survey items consisted of a 7-point Likert scale of agreement (0 
=Strongly Disagree, 6 = Strongly Agree). Table 7 displays the distribution of all responses to 
POS items. Employee responses were averaged to create an overall POS score ranging between 0 
to 6. Frequency analysis revealed a distribution of POS scores amongst respondents ranging from 
1.13 to 5.25 (Mean=3.64, Standard Deviation=1.2) with higher scores indicating that respondents 
perceived their organization to be more supportive. POS had a mean above its midpoint, 
suggesting that employees generally felt that the organization valued their contributions and 
cared about their well-being. Scores were grouped into three categories based on distribution 
(low POS=1.13 to 2.75; medium POS= 2.76 to 4.61; and high 4.62 to 5.25). Over 25% of 
respondents reported low POS (N=6) while 51.5% reported medium POS (N=8) and 21.7% 
reported high POS (N=6). Minority males employed with public health agencies with Virginia 




had higher POS (Mean=3.92; Standard Deviation=1.10) as compared to those employed in North 

















The organization values my 
contribution to its well-being. 
 
  
 Moderately Disagree 2 8.7 
 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 4 17.4 
 Moderately Agree 6 26.1 
 Strongly Agree 7 30.4 
The organization appreciate any extra 
effort from me. 
 
  
 Moderately Disagree 2 8.7 
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
4 17.4 
 Slightly Agree 5 21.7 
 Moderately Agree 4 17.4 
 Strongly Agree 7 30.4 
The organization would not ignore 
any complaint from me. 
 
  
 Strongly Disagree 1 4.3 
 Moderately Disagree 2 8.7 
 Slightly Disagree  3 13.0 
 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 4 17.4 
 Moderately Agree 4 17.4 
 Strongly Agree 7 30.4 




 Moderately Disagree 3 13.0 
 Neither Agree nor 
Disagree 
1 4.3 
 Slightly Agree 7 30.4 
 Moderately Agree 6 26.1 
 Strongly Agree 6 26.1 
When I did the best job possible, the 
organization would notice.  
 
  
 Strongly Disagree 2 8.7 




 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 3 13.0 
 Moderately Agree 5 21.7 
 Strongly Agree 6 26.1 
 Neither Agree nor 
Disagree 
5 21.7 
The organization cares about my 
general satisfaction at work. 
 
  
 Strongly Disagree 1 4.3 
 Moderately Disagree 1 4.3 
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
3 13.0 
 Slightly Agree 6 26.1 
 Moderately Agree 7 30.4 
 Strongly Agree 4 17.4 




 Moderately Disagree 2 8.7 
 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
1 4.3 
 Slightly Agree 8 34.8 
 Moderately Agree 6 26.1 
 Strongly Agree 4 17.4 
The organization takes pride in my 
accomplishments at work. 
 
  
 Strongly Disagree 1 4.3 
 Moderately Disagree 1 4.3 
 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
4 17.4 
 Slightly Agree 5 21.7 
 Moderately Agree 2 8.7 
 Strongly Agree 8 34.8 
Total  23  
Note: Survey Respondent Sample Size (N=23) 
 
 




Perceived Supervisor Support 
PSS was defined as the degree to which employees felt that their supervisors valued their 
contributions and cared about their wellbeing (Eisenberger, et al. 1986). The eight-item PSS 
portion of the respondent survey included such items as “When I have done the best job possible, 
my supervisor would take notice,” and “My supervisor cares about my general satisfaction at 
work.” The response format for the survey items consisted of a 7-point Likert scale of agreement 
(0=Strongly Disagree, 6= Strongly Agree). Table 8 displays the distribution of all responses to 
PSS items. Employee responses were averaged to create an overall PSS score ranging between 0 
to 6. Frequency analysis revealed a distribution of PSS scores amongst respondents ranging from 
0.25 to 6.00 (Mean=4.7, Standard Deviation=1.57) with higher scores indicating that respondents 
perceived their supervisor to be more supportive. Scores were grouped into three categories 
based on distribution (low PSS=0.25 to 3.75; medium PSS= 3.76 to 5.99; and high PS=6.00). 
While the PSS mean was below the midpoint suggesting that, in general, employees did not 
perceive their supervisors valued their contributions and cared about their well-being, nearly 
35% (N=8) reported high perceived supervisor support. The mean PSS score in North Carolina 
SHAs and LHDs was lower for minority males (Mean=4.38; Standard Deviation=1.78) as 





Perceived supervisor support frequency distribution 




The supervisor values 




 Strongly Disagree 1 4.3 




 Moderately Disagree 1 4.3 
 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 3 13.0 
 Moderately Agree 3 13.0 
 Strongly Agree 13 56.5 
The supervisor to 
appreciate any extra 
effort from me.  
 
  
 Strongly Disagree 1 4.3 
 Moderately Disagree 1 4.3 
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
3 13.0 
 Slightly Agree 3 13.0 
 Moderately Agree 2 8.7 
 Strongly Agree 12 52.2 
The supervisor would 
not ignore any 
complaint from me.  
 
  
 Strongly Disagree 1 4.3 
 Moderately Disagree 2 8.7 
 Neither Agree nor 
Disagree 
3 13.0 
 Slightly Agree 2 8.7 
 Moderately Agree 5 21.7 
 Strongly Agree 10 43.5 
The supervisor really 




 Strongly Disagree 1 4.3 
 Moderately Disagree 1 4.3 
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
3 13.0 
 Slightly Agree 1 4.3 
 Moderately Agree 3 13.0 
 Strongly Agree 13 56.5 
When I did the best 




 Moderately Disagree 1 4.3 
 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 4 17.4 




 Moderately Agree 2 8.7 
 Strongly Agree 12 52.2 
The supervisor cares 
about my general 
satisfaction at work. 
 
  
 Strongly Disagree 1 4.3 
 Moderately Disagree 1 4.3 
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
3 13.0 
 Slightly Agree 3 13.0 
 Moderately Agree 3 13.0 
 Strongly Agree 11 47.8 
The supervisor shows 
concern for me.  
 
  
 Moderately Disagree 2 8.7 
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
1 4.3 
 Slightly Agree 3 13.0 
 Moderately Agree 4 17.4 
 Strongly Agree 12 52.2 
The supervisor takes 






 Strongly Disagree 1 4.3 
 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 3 13.0 
 Moderately Agree 3 13.0 
Note: Survey Respondent Sample Size (N=23) 
 
Organizational Commitment 
Developed by Mowday et al, (1979), OC examines the relative strength of an individual’s 
identification with and involvement in a particular organization. The researcher measured this 
construct with nine items. Survey respondents self-reported their level of agreement using a 7-
point Likert scale (0=Strongly Disagree, 6= Strongly Agree) to such items as “I feel emotionally 




attached to my health department,” and “Working at my health department has a great deal of 
personal meaning for me.” The response format for the survey items in Table 9 displays the 
distribution of all responses to OC items. OC scores were developed by averaging all nine 
responses. Scores ranged from 2.11 to 6.00 (Mean=4.10, Standard Deviation=1.05) with higher 
scores indicate that respondents perceived themselves committed to the organization. Score were 
grouped into three categories based on distribution (low OC= 2.11 to 3.22; medium OC= 3.33 to 
4.79; and high OC=4.80 to 6.00). Respondents tended to have high OC as the mean was above 
its midpoint. This finding suggests that that employees generally felt committed to their health 
department.  
As with POS and PSS, minority males employed with public health agencies with 
Virginia had higher OC (Mean=4.35; Standard Deviation=0.77) as compared to those employed 




Organizational commitment frequency distribution 




I feel like part of a family at 
my health department. 
   




 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
1 4.3 
 Slightly Agree 11 47.8 
 Moderately Agree 2 8.7 
 Strongly Agree 2 8.7 












 Slightly Disagree  3 13.0 
 Neither Agree nor 
Disagree 
7 30.4 
 Slightly Agree 6 26.1 
 Moderately Agree 2 8.7 
 Strongly Agree 3 13.0 
Working at my health 
department has a great deal of 
personal meaning for me.  
 
  
 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
3 13.0 
 Slightly Agree 7 30.4 
 Moderately Agree 4 17.4 
 Strongly Agree 8 34.8 
I feel a strong sense of 








 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
5 21.7 
 Slightly Agree 6 26.1 
 Moderately Agree 4 17.4 
 Strongly Agree 4 17.4 
My health department 
deserves my loyalty.  
 
  
 Strongly Disagree 1 4.3 
 Slightly Disagree  2 8.7 
 Neither Agree nor 
Disagree 
5 21.7 
 Slightly Agree 4 17.4 
 Moderately Agree 4 17.4 
 Strongly Agree 7 30.4 
I am proud to tell others that I 







 Neither Agree nor 
Disagree 
2 8.7 
 Slightly Agree 6 26.1 
 Moderately Agree 2 8.7 
 Strongly Agree 12 52.2 




I would be happy to work at 








 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
4 17.4 
 Slightly Agree 5 21.7 
 Moderately Agree 1 4.3 
 Strongly Agree 8 34.8 
I really feel that any problems 
faced by my health 







 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
5 21.7 
 Slightly Agree 5 21.7 
 Moderately Agree 6 26.1 
 Strongly Agree 5 21.7 
I enjoy discussing my local 
health department with people 







 Slightly Disagree  1 4.3 
 Neither Agree nor 
Disagree 
5 21.7 
 Slightly Agree 4 17.4 
 Moderately Agree 4 17.4 
 Strongly Agree 8 34.8 












Organizational support theory descriptive statistics  







Perceived organizational support 3.34 (1.28) 3.92 (1.10) 3.64 (1.20) 
Perceived supervisor support 4.38 (1.78) 5.00 (1.36) 4.70 (1.57) 
Organizational commitment 3.82 (1.28) 4.35 (0.77) 4.10 (1.05) 
Note: Survey Respondent Sample Size (N=23) 
Sample Characteristics of Interview Participants 
A total of 19 participants voluntarily consented to an interview. Seventeen participants 
completed the interview as two participants did not commit to attend the interview at the 
scheduled time. The participants were lost to follow-up after an attempt was made to reschedule 
the interview after the missed appointment.  Ten of the interview participants were female and 
seven participants were male, ranging in age from 32 to 69 years of age (Mean= 41.76; Standard 
Distribution= 8.76) (see Table 11). In North Carolina, interview participants were older 
(Mean=43.86, Standard Deviation=11.58) as compared to those in Virginia (Mean=40.30, 
Standard Deviation=6.43). Nearly 53% self-reported identifying as White, 41.2% identified as 
Black or African American, and nearly 6% identified as Asian. Virginia interview participants 
were more diverse as compared to those from North Carolina as 50% were White, 40% were 
Black or African American, and 10% identified as Asian. All participants were employed 
fulltime. The majority of the participants were employed at a local health district in North 
Carolina (n=7). The next highest frequency of employer was Virginia local health departments 
(n=5), followed by Virginia state health department (referred to as central office) (n=4) and 
North Carolina state health department (referred to as Department of Health and Human 




Services) (n=1). The majority of participants had earned a master’s degree (n=9). Five 
participants had earned a bachelor’s degree and three had earned a doctoral degree. Nearly 65% 
of participants did not earn their degree in public health (n=11). Eleven participants served in a 
supervisory role. The remaining participants served in a managerial (n=1) or director role (n=5). 
Over 40% of participants self-reported serving in a role where they provided public health or 
social services. Nearly 24% of participants served in an administrative capacity. Ten participants 
reporting providing public health education as a part of their role. Participants public health 
professional experience ranged from less than one year to 18 years (Mean= 7.25, Standard 
Deviation= 5.38). Interview participants in both states had spent over seven years in working in 
public health. Participants employed at SHA or LHD in North Carolina tended to be employed 
longer (Mean= 6.71, Standard Deviation= 6.21) as compare to participants from Virginia 
(Mean= 5.70, Standard Deviation= 3.62). On average, over six years of public health 
professional experience was gained within the health department which the participant was 
currently employed. Nearly 60% participants self-reported earning less than $75,000. Five 
participants reported earning over $100,000 per year, four of which represented and SHA or 



















Figure 8  
 




VALID COMPLETED SURVEYS  
n=17 
SCREENER SURVEYS STARTED 
n=92 




Not employed at health department 
in NC or VA=10 
Consent not provided=16 





Valid NC or VA health department 
not provided=25 
No valid email address provided=2 
Duplicate responses= 2 
No interview scheduled=2 




















Age in years    
25-34 0 (0) 2 (20.0) 2 (11.8) 
35-44 5 (85.7) 7 (70.0) 12 (70.5) 
45-54 0 (0) 1 (10.0) 1 (5.9) 
55-64 0 (0) 0 (0) 0 (0.0) 
65 or older 1 (14.3) 0 (0) 1 (5.9) 
Gender    
Female 5 (71.4) 5 (50.0) 10 (58.8) 
Male 2 (28.6) 5 (50.0) 7 (41.2) 
Race    
Black/AA 3 (42.9) 4 (40.0) 7 (41.2) 
Asian 0 (0) 1 (10.0) 1 (5.9) 
White 4 (57.1) 5 (50.0) 9 (52.9) 
Ethnicity    
Non-Hispanic 7 (100) 9 (90.0) 16 (94.1) 
Hispanic 0 (0) 1 (10.0) 1 (5.9) 
Education    
Bachelor’s Degree 2 (28.6) 3 (30.0) 5 (29.4) 
Doctoral 1 (14.3) 2 (20.0) 3 (17.6) 
Master’s Degree 4 (57.1) 5 (50.0) 9 (52.9) 
Public Health Degree    
No 5 (71.4) 6 (60.0) 11 (64.7) 
Yes 2 (28.6) 4 (40.0) 6 (35.3) 
Supervisory Status    
Director 2 (28.6) 3 (30.0) 5 (29.4) 
Manager 1 (14.3) 0 (0) 1 (5.9) 
Supervisor 4 (57.1) 7 (70.0) 11 (64.7) 
Role    
Administrative 2 (28.6) 2 (20.0) 4 (23.5) 





Clinical/Laboratory 1 (14.3) 0 (0) 1 (5.9) 
Other/Direct Service 0 (0) 1 (10.0) 1 (5.9) 
Other/Non-direct Service 0 (0) 2 (20.0) 2 (11.8) 
Public Health Science 1 (14.3) 0 (0) 1 (5.9) 
Public Health/Social Services 2 (28.6) 5 (50.0) 7 (41.2) 
Salary    
$100,000 or more 1 (14.3) 4 (40.0) 5 (29.4) 




$35,000-$49,999 2 (28.6) 0 (0) 2 (11.8) 
$50,000-$74,999 3 (42.9) 5 (50.0) 8 (47.1) 
$75,000-$99,999 1 (14.3) 1 (10.0) 2 (11.8) 
Offer Public Health Education    
No 2 (28.6) 5 (50.0) 7 (41.2) 
Yes 5 (71.4) 5 (50.0) 10 (58.8) 
Works with the Public    
No 2 (28.6) 4 (40.0) 6 (35.3) 
Yes 5 (71.4) 6 (60.0) 11 (64.7) 
Tenure in Public Health (in 
years) 
   
0-5 3 (57.1) 4 (40.0) 7 (41.2) 
6-10 1 (14.3) 6 (60.0) 7 (41.2) 
11-15 1 (14.3) 0 (0) 1 (5.9) 
16-20 1 (14.3) 0 (0) 1 (5.9) 
Missing 1 (14.3) 0 (0) 1 (6.25) 
Tenure at Health Department 
(in years) 
   
0-5 4 (57.1) 5 (50.0) 9 (52.9) 
6-10 1 (14.3) 4 (40.0) 5 (29.4) 
11-15 1 (14.3) 1 (10.0) 2 (11.8) 
16-20 1 (14.3) 0 (0) 1 (5.9) 
Total 7 10 17 
 
 
Results of Research Questions 
Research Question 1: What strategies are being used by health departments to recruit employees? 
To assess current recruitment strategies, survey respondents were asked to provide a 
written response to the question, “What methods for recruiting new staff (i.e., attracting staff to 
apply for positions) does your health department use?”  Seventeen respondents provided 
examples of recruitment strategies (21 references) that are currently being employed at their 
local or state health department. Responses fell into two major themes, electronic and 
nonelectronic. Electronic methods for recruitment (15 references) included traditional avenues 
such as state and county employment websites and external employment websites such as 
Indeed.com and professional organization websites such as public health association websites 
and job boards. Other traditional electronic recruitment techniques included posting on social 




media and online magazines targeting public health and nursing professionals. Non-electronic 
recruitment (7 references) included the attendance at job fairs by staff and public health 
ambassadors and dependance upon relations developed through interns, CDC fellows,  
temporary employees, and current staff (e.g., recommendations and word of mouth sharing). 
Respondents indicated that there was also a reliance upon employee benefits and competitive pay 
to attract individuals to apply for positions at open positions at the local and state level.  
 Interview participants were asked three questions to assess strategies currently being 
employed at state and local health departments: 1) What methods for recruiting new staff (i.e., 
attracting staff to apply for positions) does your health department use?; 2) What are the biggest 
challenges within your health department to recruitment and retention (e.g., location, lack of 
teamwork, not welcoming newcomers, consumer demographics, or rural locations)?;  and  3) 
What has been tried to improve the situation (e.g., new recruitment strategies, teambuilding 
methods, enhanced training efforts, or other strategies).  Recruitment strategies (111 references) 
fell in four categories: benefits, electronic methods, non-electronic methods, and transitioning 
temporary workers to full-time equivalent positions. Sixty-nine references from 16 participants 
were cited from interview candidate transcripts for electronic methods of recruitment. Electronic 
means of recruitment included postings on college/university and government websites, social 
media postings, and sharing via job boards and disseminating postings through listservs. Non-
electronic methods for recruiting candidates for available positions included participating in 
career fairs, referrals (via word of mouth), and intentionally recruiting college students through 
speaking engagements in schools of nursing and public health at local colleges and universities 
and members of the communities. Two Virginia respondents stated that recruiting methods 
targeting interns from CDC in particular and recruiting members of the community to fulfill 




vacancies have been successful recruiting methods. Interview participants noted pay as the 
leading recruitment challenge. Lower salaries offered by health departments as compared to 
other industries and well as student loan debt tended to be a part of the deciding factors for 
whether or not a candidate applied for and/or accepted a position. One participant mentioned 
that: 
 
 individuals coming out of grad school or undergraduate have mountains of 
financial debt. What the health department offers, or any state government 
agency can offer,  fails in comparison to what they can make through the 
private sector. Let’s say if they may make $35,000/$40,000 at the state and 
their peers are going to Wall Street and making 6-figures, that can prove to be 
a challenge [… ] I have met a tremendous amount of state government 
employees who work second jobs at [department stores or warehouses] or do 
consultant work at [a local university]. It is because they cannot carry out 
their normal survival, personal, and family responsibilities [on their regular 
salary]. (Participant 5) 
 
Research Question 2: What strategies are being used by health departments to retain employees? 
Four questions were posed in the ERR survey to assess retention among minority males 
employed by local and state health departments. Of the first of two open-ended retention-related 
questions, survey respondents (n=15) responded to the qualitative survey question “What 
methods of retaining staff (i.e., keeping staff on board) does your health department use?” 
resulting in six thematic categories and 29 references. Retention strategies included benefits, 




monetary and non-monetary incentives, training, a positive work culture, and data-driven 
decision making (e.g., engagement surveys). Work culture and benefits were the top two 
retention strategies with seven references each. Respondents shared that “being an awesome 
place to work,” participating in “morale boosting activities,” and “good work life balances” were 
helpful in retaining current employees. Benefits noted for retention strategies including offering 
benefit packages, flexible schedules, including telework options and paid leave/vacation time.  
 Survey respondents were then asked if they intended to leave their current position, and if 
so, where they intended to be employed upon separating from their current position and for what 
time frame (less than or than six months) they had considered vacating their position (see Table 
6). Respondents who planned to leave their position at the local or state health department 
(n=12), the top reasons cited included: compensation, pursuit of educational opportunities, lack 
of training opportunities, leadership/management challenges, transitions (e.g., layoffs and 
retirement), lack of advancement opportunities /upward mobility, and workload. Of the seven 
reasons, compensation and lack of advancement opportunities /upward mobility were the top two 
reasons referenced with a total of 14 combined references. Respondents mentioned that they felt 
underpaid, had not received a significant cost of living increase over the years, and noticed a 
“long history of low-balling people regarding salary” (Participant 9). One respondent noted that 
there was “little reward from the organization” for their work (Participant 8). One responded 
perceived that he had reached his career potential within his current health department while 
another noted that there was “[n]o growth for an African American [m]ale into upper 
management” (Participant 2). 
Retention of minority males was assessed through the ERR Survey Tool by two 
independent variables: tenure at health department and plan to vacate. The simple regression 




model determined that two item independent variables from the theoretical scales (SPOS, SPSS, 
and OCQ) had a positive association with POS and PSS (p<0.05). Tenure at a health department 
was a significant predictor for POS and PSS. This indicates that an increase number of years 
employed at a health department to were positively associated with perceived organizational 
support and perceived supervisor support. There were no statistically significant associations for 
the variables of interest and OC. See Tables 12 through 13 for the relationship between 
independent variables of importance and POS, PSS, and OC.  
 When asked what retention strategies were currently being used at state and local health 
departments, the 17 interview respondents indicated that efforts included competitive benefits, 
monetary and non-monetary incentives and relationship-based methods. Thirteen interview 
participants indicated the monetary incentives were the most popular retention method with 
funding for training and professional development being the most widely used. Relationship 
based methods for retention included such traits as being transparent, using effective 
communication, focusing on a mission , and allowing for the voices of staff to be heard.  
Adversely, one interview participants also stated that their “leadership team has kind of a 
running list of people [they] really want to pour into [and] want to see advance [within] the 
organization” (Participant 15). Additionally, lack of opportunities for advancement/upward 
mobility was also noted as a challenge to retaining staff at state and local health departments 
with a majority (n=9) of interviewees citing this as a challenge. One participant did note that they 
anticipated a change in the number of leadership opportunities as more tenured staff were retiring 
as a result of COVID-19. As with recruitment, pay was the most challenging factor in retaining 
staff. Health departments in non-metropolitan areas of North Carolina indicated that their 
geographical location posed a challenge for retaining staff.  One interview participant from a 




rural area noted that rental housing in the county for was extremely limited (Participant 11). 
While others stated that metropolitan areas were more attractive to staff and candidates and lured 
them to apply and accept position because these areas offered more amenities, higher performing 
schools, and competitive salaries. To combat lower compensation, respondents in North Carolina 
(n=6) stated that their local health departments had begun or will soon begin to provide merit-
based increases. While there were limited responses referencing methods being explored to 
improve recruitment and retention at their respective health departments, respondents from both 
North Carolina and Virginia stated mentoring and training as successful retention strategies. 
Some health departments were exploring policy changes to increase the percentage threshold for 
salary increases offered to staff for merit increases or salary matches (interview participants in 
Virginia mentioned that if a staff member applies for and is offered a salary from an external 
organization, the health department can match the offer in an attempt to retain them). However, 
the global public health crisis had delayed some efforts to establish formal mentorship 
opportunities or increase salaries as planned prior its onset.  
Not all interview participants felt as though efforts were universal or did not go far enough to 
retain staff. For example, one participant stated that they feel like the “black sheep of the family 
in public health” (Participant 11) as training opportunities and increases in salaries were not 
always equitably distributed. The health department that they represented tended to pay higher 
salaries or offer more training opportunities for epidemiologists or nursing staff as compared to 
those working in administrative positions. There was also the provision of partial or total tuition 
coverage for staff who wanted to obtain specified certifications or master’s degrees at a local 
university. The participant went on to state that the degree program offered at the local university 
may not be congruent with educational and professional goals or appeal to staff universally.  




Another respondent stated that while they understood the intent of matching salary offers, more 
had to be done to keep staff from looking elsewhere in order to receive fair compensation. The 
interview participant went on to say, “one of my major retention strategies is really to try to 
make this a place that people want to be” (Participant 15). 
Interview participants expressed that the challenges that they faced due to the inability to 
provide fair compensation and high turnover rate led to feelings of unappreciation. Participant 11 
mentioned: 
 
[I]t’s just kind of the unspoken rule that you work in public health, and you’re there to serve 
them. [T]hings are always so tight, you know, there’s not a whole lot of room for the fluffy 
stuff. I hate to say that, but that’s what it is. [Y]ou either are drawn to that type of work and 
understand that you may not get all the fancy lunches and rewards. [Y]ou’re gonna get 
basically the bare minimum.  
 
Three additional themes that were identified cross RQ1 and RQ2.  Leadership interview 
participants noted that they must improve administrative policies for recruitment, interviewing, 
promotion, pay increases and bonuses, and employee recognition in order to attract and sustain 
staff.  Survey participants noted that they would leave due to low compensation, inability to 
receive pay increases congruent with cost-of-living increases, or bonuses due to high job 
performance. Five participants also felt as though they hit a glass ceiling and could not advance 
















Simple Linear Regression Model POS and recruitment independent variables 
 
Item Estimate Standard 
Error 
t-value Significance 95.0% CI 
Tenure at health 
department  
0.611 0.259 2.361 0.032 (0.59, 1.162) 
Plan to vacate position -0.554 0.734 -0.755 0.462 (-2.118, 
1.010) 
Note: Survey Respondent Sample Size (n=22); *One respondent was eliminated from the 




Simple Linear Regression Model PSS and recruitment independent variables 
Item Estimate Standard Error t-value Significance 95.0% CI 
Tenure at health 
department 
0.612 0.253 2.421 .032 (-0.61, 
1.163) 
Plan to vacate position 0.579 0.649 .892 .390 (-0.835, 
1.992) 
Note: Survey Respondent Sample Size (n=22); *One respondent was eliminated from the 





Simple Linear Regression Model OC and recruitment independent variables 
Item Estimate Standard Error t-value Significance 
95.0% CI 
 




Tenure at health 
department 
0.291 0.249 1.169 0.262 (-0.243, 
0.825) 
Plan to vacate position 
0.444 0.690 0.644 0.530 (-1.036, 
1.924) 
Note: Survey Respondent Sample Size (n=22); *One respondent was eliminated from the 
analysis as age was a missing value. Significant values are in bold (p < 0.05) 
 
Research Question 3: What strategies are being used to create a diverse workforce? 
Four themes were identified when assessing survey respondents replies to “What methods 
does your health department use to ensure a diverse (e.g., age, race, gender, etc.) work force?” 
Intentional recruitment strategies are the top method currently used to diversify local and state 
health departments including intentionally hiring males in clinical roles, identifying minority 
candidates internally, and intentionally recruiting diverse staff through existing networks. One 
respondent answered that creating a diverse workforce requires that health departments 
“[establish] needed cultural and ethnic reflections in staff” to match the communities that they 
serve. Interview hiring process was another top method reported. Strategies reported to be 
currently in use ranges from reducing application burden on candidates by allowing the 
submission of CVs or resumes in lieu of filling out state and county employment application and 
utilizing a diverse interview panel. One candidate reported using the approach of “hir[ing] 
qualified candidates regardless of their background” (Participant 11).  For them, this has resulted 
in a diverse staff. Both intentional recruitment and interview hiring processes yielded four 
references each.  
 Within the theme of methods to increase diversity (“What methods does your health 
department use to ensure a diverse (e.g., age, race, gender, etc.) work force?”) and their success 
in creating a diverse workforce (“Have these efforts been successful? Why or why not?”), 




interview participants responses were categorized into seven concepts: applications and 
interview processes, coalitions and boards, work culture, data-driven decisions, intentional 
recruitment, dedicated staff role, and training. There was a total of 59 references among the 
seven concepts with culture being cited as the most widely used method followed by intentional 
recruitment with six interview participants each noting them as strategies used within their 
respective health departments.  
For other respondents, diversity efforts were either not currently being implemented or not 
enough time had passed to determine if strategies implemented had been effective. Respondents 
who identified as minority males expressed their views on how the lack of diversity had 
impacted them throughout their tenure at their health department.  
 
I’m used to not seeing a lot of people that look like me, an African American man. I’ve gotten 
used to it, because it has been that way for most of career. (Participant 1). 
 
It is important to look at Black males because there are so few. They should look at Black 
males and other minorities. It is White female dominated in programs, but White male 
dominated in leadership. I would say that being a Black male in the public health workspace, 
you can be perceived as a unicorn which can be good or bad. You are tasked with being the 
voice of the Black man which can be difficult for some people, but you have the opportunity 
to make sure those issues are front and center. Having a male in sexual violence and injury 
prevention in which a male or Black male is usually perceived as the perpetrator, you are 
tasked with the job and also dispelling myths. You become tired. So much red tape. It’s like 
throwing a punch and missing. You exert so much more energy. (Participant 4) 





Others noted the lack of diversity, in particular as it related to race, ethnicity, and gender.  
Of course, health education is a heavily female-led position. I could probably count on one 
hand the number of males I've ever had apply to any position I've [recruited for]. I probably 
don't even need one full hand. The higher up you, the positions become less diversity. We are 
female heavy as it is, but definitely with African American males, we just have one. 
(Participant 6) 
 
The health department is 55% Black, and less than 10% in the health department are males 
and fewer are [minority males]. (Participant 17) 
 
Interview participants noted that the current political and social climate, including the Black 
Lives Matter movement, brought issues of internal and external inequity to the forefront. In spite 
of the social unrest, protests, and volatile environments experienced in some areas where the 
represented health departments were located, interview participates viewed it as conducive to the 
creation of and a place where everyone feels comfortable, accepted, and welcomed. 
 
The last few months of response to George Floyd and Breanna Taylor in the modern era, and 
just like the weight that our Black employees carry coming in, it has not been something that 
we haven’t really, like tangibly, understood until recently. So that has led to efforts on our 
leadership team to say hey, even if you don't agree or don't understand, there are two things 
that I want from all of you who sit on this leadership team: 1) that you are on your own 
journey in relation to race issues that you are like, actively challenging, thinking, growing in 




this conversation; and 2)  that you recognize that no matter how you feel about it, your staff 
care. And so, if you're going to be a good leader, you've got to acknowledge that, create 
space for it, be a safe place for it. And that's like, this is just baseline what we need to be 
doing to be the kind of organization that everybody, regardless of race, class, [or] 
background feels a part of. (Participant 15) 
 
The same respondent mentioned that simply having bilingual staff was not enough to meet 
their agencies needs for creating a diverse workforce. Having staff that speak Spanish does not 
mean that they were effective in providing services to their communities Spanish-speaking 
residents.  
 
[T]here are folks who are undocumented and who face sort of a unique set of challenges [for 
which having someone on staff that can] speak Spanish may not be helpful enough. [We] 
need to [employ] native speakers who understand their cultural and  journey to be able to 
have them trust in institutions. (Participant 15) 
 
However, this poses a challenge for the health department representative because citizen and 
visa statuses determine who is eligible to apply for positions.  
Health departments’ intentional efforts to establish or create a culture of diversity included 
diversity, equity, and inclusion workgroups, agencywide book reads and discussions, revising 
interview panel policies, diversifying leadership to reflect the community, and expanding the 
agency mission statement to reflect diversity. Health departments employed interview policies 
that included having: 





people of different races and genders [on the interview panel], it holds people to a degree of 
accountability. It is not just racism; it is just bias in general. People feel comfortable and 
gravitate to people who look like them. It is not always intention. People are not always 
aware that they have these biases. It is important to have people [from diverse backgrounds] 
involved for accountability and different perspectives. (Participant 3) 
 
An interview participant stated that having diversified leadership demonstrated that we are open 
to diversity within the organization. In particular, having a Black male in leadership “speak[s] 
volumes to see someone who looks like [them]” in leadership. It is inspirational and aspirational. 
The interview participant went on to say that: 
 
especially with COVID 19 pandemic on TV every day seeing someone that looks like you, 
the impact is priceless. (Participant 5) 
 
One public health agency updated its mission statement to illustrate their dedication to diversity 
which states their commitment to: 
 
intentionally promote an inclusive, equitable workplace that reflects the communities we 
serve, for everyone feels a sense of belonging, and our diverse backgrounds and 
experiences are valued and recognized as strengths. (Participant 18) 
 




Moreover, respondents cited isolated cases of management working to create a diverse 
workforce without formal policies or agencywide mechanisms in place to support them. 
 
I was lucky because my hiring manager is an African American female, who not necessarily 
targeted minorities, but has the most diverse teams in the department. It provided a different 
perspective. Given that minorities are at the highest risk for chronic disease, different 
perspectives are needed. (Participant 5) 
 
The importance of diversity was another theme that developed the question posed to solicit 
responses pertaining to methods used to create a diverse workforce. However, not all participants 
place high importance on diversifying the public health workforce by non-modifiable factors 
such as race, ethnicity, and gender while other placed high importance on intentionally recruiting 
employees who differed by these traits. 
 
We have a lot of diversity; I think  diversity of mind is not always reflective of the diversity of 
your skin. (Participant 7) 
 
When a student, and particularly Black students reach out, I will bend over backwards to 
like, create space for mentorship, opportunity and, to adapt to whatever way that we can use 
the resources we have available to us to help them in their career journey.That's a really 
high priority to me. (Participant 15) 
 




Analysis of leadership interviews resulted in the identification of suggested methods to 
improve diversity (methods not yet implemented) among six participants and ten concepts. From 
a recruitment perspective, suggested methods included the need to broaden outreach to 
community colleges and universities and creating user-friendly application processes that 
facilitate the sharing of open positions and identification of opportunities that matched potential 
candidates’ experiences and education. To create a diverse work force, interview participants 
suggested that health departments must “think outside the box” and have “systemic 
intentionality” in reviewing the racial, ethnic, and gender distribution of employees to ensure that 
the workforce reflects the communities served. 
 
Moreover, it is important to not just have people of color employed at a local and state 
health department, but to have diverse staff who are much more likely to understand the, like, 
spirit of public health that we're trying to create. (Participant 15)





SUMMARY, DISCUSSION, CONCLUSIONS 
The intent of this study was to report on the retention and recruitment strategies of 
minority males in public health.  This was investigated by examining perceptions of SHA and 
LHD minority male employees on organization support, supervisor support, and organization 
commitment and the identification of strategies used by public health departments to create a 
diverse workforce.  This chapter includes: 1) a summary of the study; 2) discussion of findings; 
3) strengths and limitations; 4) lessons learned; 5) public health implications; and 6) conclusions. 
 
Summary of the Study 
In this study,  consisting of employees  from SHA and LHD across the two states in the 
southeast, North Carolina and Virginia, survey respondents, all identifying as minority males, 
replied to inquiries posed via a self-report survey concerning their perceptions on the level at 
which they felt supported to by their organization and supervisor and the level at which they felt 
committed to their organization. Respondents were also asked questions regarding their 
awareness of methods that were being used to recruit and retain staff and create a diverse 
workforce. Additionally, public health staff serving in leadership roles were asked to identify 
methods used to recruit and retain SHA and LHD staff and the effectiveness of such strategies 
during a semi-structured interview.  The survey was administered via Qualtrics™. The 
leadership interviews were conducted via Google Meet and audio recorded.  A total of 108 
individuals responded to the survey, yet 23 responses were valid after data were cleaned. Of the 
92 leadership interview screenings completed, 17 of them completed an interview. The surveys 




for both targeted groups were distributed, and leadership interviews were conducted between 
September 2020 and October 2020. 
Diversity is a key indicator in workforce development, and diverse and representative 
workforces are better able to serve racially and ethnically diverse populations due their ability to 
relate and understand the culture, customs, language, and environment of those they serve 
(Gebbie et al, 2002; Satcher, 2008).  This mixed methods study intended to conduct formative 
research on recruitment and retention strategies aimed at increasing the tenure of a diverse 
workforce, specifically those identified as minority (non-White) and male.  The mains questions 
were examined and answered. The leadership interviews provided candid, personal perspectives 
from respondents serving in leadership roles whereas electronic surveys provided a numeric and 
qualitative description of respondent’s perspectives across all employee levels.  Two major 
components were examined: strategies (recruit, retention, and diversity) and perceptions 
(organization support, supervisor support, and organization commitment).  
From data gathered and analyzed across electronic surveys and audio-recorded 
interviews, participants identified similar electronic and non-electronic methods widely used to 
recruit applicants. Attendance at career fairs and visits to undergraduate students at local colleges 
and universities were also frequently used methods to recruit applicants to apply for vacant 
positions. LHDs located in rural areas found it hard to recruit for vacant positions due to their 
inability to compete with the pay and amenities offered by LHDs  in more urbanized areas. 
Benefits and stability of working in state and local government were also seen as attractive 
attributes for seeking employment and continuing to work at a SHA or LHD. Additionally, 
interview participants indicated non-monetary incentives such as recognition lunches, 
recognition leave, opportunities for training, and a positive work environment were important 




factors to ensuring staff were retained. Lower pay as compared to the private industry and lack of 
opportunities to advance into leadership roles were two major challenges for retaining staff. 
Participants believed that while there had been efforts made to increase and adapt recruitment, 
retention, and diversity efforts, there remained more work to be done in order for there to be 
equitable representation across all levels at both SHAs and LHDs with respect to race, ethnicity, 
gender, and religion.  Additionally, the current global pandemic, limited budgets, and lack of 
leadership strategy had impacted agencies’ abilities to implement strategies that would result in a 
committed and diverse workforce. The current social and political climate was reported to have 
both positive and negative impacts on the importance placed on creating a diverse workforce. 
One participant summed up how the political climate had directly impacted work climate and 
culture by stating: 
 
[T]he county has big guidelines about diversity, discrimination, all that stuff, but at the end 
of the day it just comes from everyone.  [E]ach person [is] going to make a decision to do 
something. I don't want to get political, but [w]hen I was hired six years ago, there was a 
sense of community and working together and things like that. But then, after the last 
election, you know, everybody kind of, like, closed in their own silos, and [the work 
environment] was a little bit different. 
 
On average survey respondents report, high POS and OC (3.64 and 4.10 respectively) on 
a scale of 0 to 6. The average self-reported PSS was not high among survey respondents. 
Respondents representing SHAs and LHDs in Virginia had higher POS, PSS, and OC as 
compared to those in North Carolina. Survey respondents had worked in public health for over 




eight years with nearly six of those years being spent working at their current location. North 
Carolina respondents tended to be older but had worked fewer years in public health. Nearly half 
of respondents, 47.8%, did not plan to leave or retire from their current positions. Of those 
planning to leave, 13% planned to leave for a job in public health while nearly 9% planned to 
leave for a job outside of public health or retire. Tenure in public health was lower among 
interview participants at 7.25 years with six years being employed at their current health 
department.  
Discussion 
This research aims to provide insights to strategies used to recruit and retain minority 
males in health departments at the local and state level in North Carolina and Virginia 
and to assess if concepts related to the Eisenberg’s theoretical framework are related to retention 
among employees self-identifying with the aforementioned demographic characteristics. Studies 
employing this theoretical framework have historically resided primarily in research related to 
non-health focused industries. The application of the theoretical framework was a novel 
approach assessing the public health workforce and to local and state public health agencies in 
particular.  
Despite national efforts and goals (i.e., Healthy People 2020) to create a diverse public 
health workforce (DHHS, 2011), LHD and SHA staffing is not representative of the population it 
serves. Nationally, only 42% of the governmental public health workforce are people of color 
(Frey, 2019). Increasingly, workers today do not reflect the workforce of previous generations. 
Today’s workers are not planning to retire from the place of employment at which they are 
currently employed. On average, it is expected that the average employee will experience five to 
seven or more jobs in their lifetime. Moreover, today’s workers’ expectations have shifted. 




Employees want to work in a flexible and dynamic work environment. For example, working 
collaboratively on projects, ability to work remotely, and job sharing are often factors considered 
while exploring job opportunities. In addition to fair compensation, benefits such as generous 
family leave and a leadership support of work-life balance are also important considerations for 
job seekers (Hoskins, 2019).  
The shift in employee demands and expectations of their employer has not aligned 
generally with what is currently offered in SHA and LHD. Furthermore, strategies used to recruit 
and retain staff, while congruent with methods that have been widely used across other 
industries, has not shifted as quickly to reflect the needs of today’s job seeker. Such methods 
identified in this study included recruiting via local and state government websites, limited social 
media (e.g., LinkedIn), and career websites such Indeed.com and professional listservs. 
Nonelectronic methods of recruitment relied upon formal and informal networks with colleges 
and universities (both predominately White institutions and Historically Black colleges and 
Universities), connections with professional organizations, and the transition of interns and 
temporary employees to full-time equivalents. Unlike other industries and contrary to 
recommendations for effective strategies to increase workforce diversity, public health agencies 
in the states included in the study generally did not report employing strategies related to 
diversifying the educational pipeline or developing organizational strategies to improve worker 
recruitment (Coronado et. al, 2020). 
The major limitations cited by survey respondents and interview participants for 
recruitment and retention was related to competitive salaries and lack of leadership opportunities. 
This aligns with the findings of PH WINS 2017 data. These data describe the lack of 
opportunities for advancement on a national level as a motivation for SHA staff to leave current 




positions (Coronado, 2020).   Study participants indicated that the availability and flexibility to 
offer monetary incentives such as competitive salaries, bonuses, and annual pay increases that 
the private sector provide caused them to miss out on highly qualified candidates who opted to 
work in the nonprofit or private sector. Funding challenges was noted as a major contributor to 
lower compensation rates due to, in large part, the reliance upon taxpayers’ dollars used to fund 
local and state health departments.   
Although this study focused on POS, PSS, and OC and their association with retention 
(length of tenure and intent to leave), only three interview participants mentioned support related 
concepts and their impact on retention. Those that mentioned support stated that examples of 
how the lack of support received impeded their ability to recruit and retain a diverse workforce 
(“I have my own ideas. It doesn't mean it necessarily gets implemented here in the Department. 
Someone also has to give us the green light to be able to do those things” (Participant 9)). 
Instead, such factors as work culture and incentives (e.g., merit-based salary increases, loan 
repayment programs, and flexible work schedules) were strategies currently being used to keep 
staff in their current positions longer.  
LHD and SHA staff reported that because no formal policies, procedures, or uniform and 
consistent data collection methods (e.g., staff satisfaction or work climate surveys) were in place 
to track the impact of retention efforts generally and with regard to diversifying public health 
workforce by gender and ethnicity, they could not ascertain effectiveness. Therefore, any sharing 
of effectiveness of methods currently being implemented to recruit and retain a diverse 
workforce was purely speculative and anecdotal.  
Given that this study is exploratory in nature, future research is needed to assess retention 
of minority males and its association between POS, PSS, OC. These findings demonstrate 




employees’ perceptions of their organization and supervisors alone are not the only factors that 
contribute to feelings of support and commitment to their organizations.  More research is 
needed before determining which strategies and methods can be used to increase recruitment and 
retention specifically with the goal of creating a diverse workforce. 
 
Strengths and Limitations 
Several strengths were found in this study. First, collecting two types of data 
simultaneously allowed the researcher to understand the complexity of factors associated 
with recruitment and retention of minority males in the public health, specifically those that are 
employed in health departments in two southeastern states. By combining the qualitative and 
quantitative data, the researcher was able to assess validity, explore discrepancies, and reveal an 
exhaustive view of the participants’ perceptions and opinions. Second, employing the OST 
provided a theoretical framework for the current study. The concepts of the theory allowed for 
the use of two validated scales (POS and OC) and the adaptation of POS to PSS. Thirdly, the 
theoretical scales and use of existing data collection tools, SAMHSA and PHWINS, were used to 
in framing the research questions and instruments. Therefore, each scale used within the 
electronic survey yielded a high Cronbach alpha. A fourth strength of the study was the 
researcher’s connection to and knowledge of SHA and LHD in both targeted states. The 
researcher’s familiarity with public health systems facilitated trust among staff and the 
dissemination of both the survey and request for interview participants.  Fifthly, this study 
contributes to the growing literature on the need for diversity within public health.  Finally, this 
study could be expanded as groundwork for future studies on recruitment and retention practices 
aimed at creating a diverse and representative public health workforce.  




Despite the multiple strengths, limitations were found, some of which were inherit due to 
the study design selected. Firstly, the study utilized a non-experimental design. Although the 
gold standard, random assignment of research participants to a specific type of position was not 
feasible. The use of a cross-sectional study design does not infer causality.  The second 
limitation of the study is that it was limited to self-reporting of all responses in the instrument 
and interviews leading to response bias. Because of the two methods used to collect data, a third 
limitation is the study was also subject to non-response and social-desirability biases. Another 
limitation imposed by the study design is the use of a convenience sample. One should take 
precaution in generalizing results gathered from a convenience sample as they do not typical 
provide a presentative sample of the total population.  Fifthly, the sample of participants was 
small for the survey (n = 23). Given that minority males make up a small portion of the public 
health workforce, a large sample size was not a realistic expectation for the researcher and 
provided rationale for conducting such as study. The small sample frame posed by the target 
group of focus was further compounded by the inability to gain buy-in from health department 
directors to provide employee enumeration and the lack of availability of diversity-related data. 
The researcher was unable to receive local health department employee enumeration. Therefore, 
the inability to determine the response rate of participants was a challenge. The sixth limitation 
stemmed from the researcher dissemination of the recruitment materials primarily via social 
media and email leading to a selection bias. Seventhly, the study was limited to two states; 
therefore, this was not a representative sample of minority males employed at SHA and LHD 
across the country.  





While conducting this study, the researcher learned multiple lessons to take into 
consideration for future studies. First, challenges with gaining buy-in from health department 
leadership to assist in the dissemination of the survey recruitment materials were experienced 
early on. This derailed the data collection for this study by three to four months. In addition to 
the every-day competing priorities of public health leaders, dissemination of recruitment flyers 
via staff emails was further compounded due to challenges that COVID-19 had placed on public 
health systems causing another five-month delay. Therefore, the researcher had to modify the 
original research plan to include the dissemination of recruitment materials via social media and 
email using a convenience sample.  
Recruitment was one of the most challenging aspects of the study. Given that social 
media and individual email recruitment were the next best alternative to emails sent directly to 
health department staff accompanied with documentation of leadership support, the researcher 
relied heavily on respondents trusting recruitment information sent via social media and email 
were indeed trustworthy and not spam or otherwise malicious forms of electronic 
communication. Additionally, social media recruitment was limited to health department 
employees who: 1) had active social media accounts; 2) checked their accounts regularly for 
direct messaging or posts; and 3) updated their profile with the most up-to-date employment 
information. The researcher attempted to overcome distrust by encouraging the sharing of 
recruitment materials by those who had completed the survey or interview. Frequent posts on 
social media were also used to increase the likelihood of viewing by those eligible to participate 
in the study and mitigate the challenges to recruitment that social media posed. 




Thirdly, the use of social media as a primary recruitment strategy for the study resulted in 
the inadvertent recruitment of individuals identifying not only as individuals residing and 
working outside the U.S. but also in the states other than those of interest. Respondents who 
identified as female or White also attempted to complete the ERR Survey Tool while participants 
who identified as not working in a leadership capacity attempted to complete the ERR Interview 
Tool. Dozens of responses to the electronic survey and interview recruit tool were completed by 
individuals who claimed to be employed at health departments in the two southern states 
included in this survey. While it is unknown, individuals who were not eligible for the survey 
may have been influenced or motivated by other factors (i.e., language barriers, unclear target 
population, or chance to received or win an incentive) to complete the survey. These ineligible 
individuals completed the entire ERR Survey and Interview Tools and provided inaccurate 
employment responses thus making it appear as though the survey and interview tools completed 
received higher response rates. Fortunately, the researcher was able to eliminate invalid 
responses by comparing responses to the question related to the health department at which the 
survey respondent or interview participant was employed to a list of health departments in both 
states.   
 
Public Health Implications 
By 2044, individuals who identify as members of ethnic minority groups (African 
American, Asian, Pacific Islander, Hispanic/Latino, Native American, Alaskan natives, and 
individuals who are two or more races) are estimated to constitute 50% of the U.S. population 
(Frey, 2019). Disparities in health and health care exist with members of ethnic minority groups 




being at disproportionate risk of experiencing worse health outcomes from preventable and 
treatable health conditions.  
SHAs and LHDs have the main role to improve public health by controlling and 
preventing disease. One of the tenants in eliminating health disparities is increasing diversity in 
the health professions including public health. The quality of the public health systems depends 
on the caliber, enthusiasm, and diversity of the public health workforce.   
Research has shown that racial health disparities do not only affect poor Black 
Americans, but health disparities and poor health outcome cross socioeconomic status class lines. 
More light has been shown on such stark health inequities as maternal-child health, COVD-19, 
homicides resulting from police interactions have flood mainstream media (Barno, Zhang, & 
Gomez, 2020; Vestal, 2020).  
These findings contributed to the year 2020 being marked the year of racism being 
declared as a public health issue. As public health moves to address the goals related to health 
and racial equity, it is imperative to assure a workforce that it is culturally competent and that 
diversity in the workplace is valued. Across the country, local and state public heath leaders are 
declaring racism a public health crisis. These declarations are an important first step in the 
movement to advance racial equity and justice and must be followed by the allocation of 
resources and implementation of strategic actions. Of the two states target in this study, North 
Carolina was among the more than half of states (n=27) with six cities or counties that publicly 
created statements identifying racism as a public health issue (American Public Health 
Association, 2020).  
To further efforts to address systemic racism have that led to health inequities and a more 
homogenous public health work force, public health agencies can borrow from other disciplines 




to gain insight and guidance on strategies to improve diversity both in terms of program and 
service delivery and institutionally. Many fields offer tools and guidance to help organization 
leaders make data-driven decisions and design initiatives to create a culture of authentic 
community engagement, diversity, equity, and inclusion. While not reported as universal, 
systematic approaches employed at SHAs and LHDs, the concept of data-driven decision making 
is not foreign to public health. The field has employed such strategies in its attempt to develop 
programs and initiatives aimed at addressing social determinants of health, health disparities, and 
health inequities. Public health agencies can translate such strategies organizationally to identify 
structural barriers within the public health system that impede workforce diversity and inclusion 
efforts.  Utilizing evidence-based decision-making can help agencies develop specific 
recruitment and retention guidelines, programming, and norms within the organizational culture 
to support a diverse workforce.  
Conclusion 
The main purpose of this study was to identify recruitment and retention strategies that 
SHAs and LHDs use to identify candidates for to fill vacant positions and retain candidates as 
long as possible after being onboard. The study also explored how leadership in public health 
agencies used these strategies to diversity their workforce by gender, race, and ethnicity. 
Furthermore, the study assessed POS, PSS, and OC and retention among minority males 
employed at SHAs and LHDs.  
The findings of this study showed that there were no widely used strategies across public 
health agencies currently that were universally used by all staff within the agency. Some 
interview participants indicated that there were or are changes on the horizon, and the current 
public health emergency has either facilitated or hindered the adaption of policies, protocols, and 




practices to increase recruitment and retention such as merit-based salary increases and 
intentional in-person recruitment efforts. The current political and social climate has also acted 
as a facilitator or hinderance to these changes as well. Political unrest due to unarmed police 
shootings, protests, and riots have allowed productive conversations about race, inequities, and 
disparities to take place amongst staff at all levels.  This is turn has prompted leadership to take a 
closer look at how they address social determinants of health in their communities and ensuring 
that they have a public health system that is connected with and knowledgeable of the 
communities they serve.  
The findings of this study add to the literature in public health leadership and workforce 
diversity by providing insights about recruitment and retention strategies employed at both the 
state and local public health agency level. Creating a stronger, more diverse public health 
workforce is critical to eliminating barriers to access to care and services and creating healthy 
environments conducive to high quality to life and longevity. In addition, public health will 
benefit from this study by understanding more in-depth how to help state and local public health 
agencies in addressing challenges to recruiting and retaining staff such as financial and 
administrative barriers to providing comparable salaries and comprehensive plans that outline 
systematic and uniform methods to recruit, interview, onboard and retain staff, and measure and 
track outcomes.  
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JIANN-PING HSU COLLEGE OF PUBLIC HEALTH 
 
DEPARTMENT OF HEALTH POLICY AND COMMUNITY HEALTH 
 
Informed Consent to Participate in Survey 
Identifying Strategies to Increase the Recruitment and Retention of Minority Males in the Public 
Health Workforce: A Two-State Comparative Case Study Approach. 
 
My name is Melicent Miller, a doctoral student at the Jiann-Ping Hsu College of Public Health at 
Georgia Southern University. You are invited to participate in a research study entitled: 
Identifying Strategies to Increase the Recruitment and Retention of Minority Males in the Public 
Health Workforce: A Two-State Comparative Case Study Approach. Conducting this research is 
required in partial fulfillment of the requirements for the degree of Doctor of Public Health at 
Georgia Southern University. The purpose of the study is to assess local health district (LHD) 
workers’ perceptions of organizational and supervisory support, organizational commitment and 
LHD strategies to recruit and retain LHD workers. This survey is NOT an audit, and there is no 
repercussions for responding to the questions truthfully regarding your perceptions of your LHD 
Your responses to this survey will be kept confidential. Your participation in this survey is 
entirely voluntary. You may choose, without negative consequences, not to participate or 
discontinue participation at any time. 
 
To ensure your confidentiality, your participation in this survey will remain completely secure. 
The identity of the participants will not be disclosed in any publication or report generated from 
this study. Subsequent uses of record and data will be subject to standard data use policies which 
protect the anonymity of participants and local health districts. The list decoding the responses of 
the participants will be kept in a password protected database for a minimum of three years 
following the completion of the study. Databases will be maintained in a password protected 
secure system. Access to any data involved in this research will be limited to the Principal 
Investigator (Melicent Miller) and Co-investigator (Dr. Gulzar Shah). 
 
You will be directly involved in the study only as a participant. Participating in the study will 
help to inform employee recruitment and retention strategies and best practices that can be 
developed by local and state health departments to create a stronger public health workforce. A 
stronger public health workforce will be able to work toward reducing health disparities through 
community-level engagement, emphasizing equity, diversity, and cultural and linguistic 
(language) competency in public health. We believe that no significant risks exist for 




participants. However, participants may experience feelings of concern with regard to the 
privacy and confidentiality. Participants, due to the sensitive nature of the subject,  may 
experience decreased comfortability due to fear of employer retaliation for responses referencing 
their perceptions and opinions of LHD and leadership after reading some of the survey questions.  
 
We understand that your time is valuable. However, we hope that the 20 minutes that it takes to 
complete the survey will help lead to new strategies used to increase retention and recruitment of  
 
public health workers to LHDs. If you agree to participate in the survey, click the check box 
below indicating that you give your consent to participate in the survey. Once you check the 
boxes below, you will automatically be taken to the survey. For participating, you will be entered 
into a random drawing to receive a $100 electronic Amazon gift card. In order to enter into the 
drawing, you will be asked to provide your email address upon completion of the survey so that 
you may be contacted if you are selected to receive the gift card. Your email address will not be 
associated with your responses and will only be used to select a recipient of the gift card.   
 
You must be 18 years of age or older to participate in this research study and work within an 
LHD in North Carolina or Virginia. You may be given a copy of the consent form for your 
records upon request. This research study has been reviewed and approved by the Georgia 
Southern University Institutional Research Board under tracking # H20062. 
 
If you have questions or concerns about the research study, please contact me at 336-207- 1244 
or melicent_r_miller@georgiasouthern.edu  or Dr. Gulzar Shah at 912-478-2419 or 
gshah@georgiasouthern.edu.  You may also contact Georgia Southern University Institutional 
Review Board for answers to questions about subject’s rights at 912-478-5465 or via email at  
irb@georgiasouthern.edu.  
 





Melicent Miller, MSPH 
Doctoral Student/Primary Investigator 
Georgia Southern University 

















Employee Recruitment and Retention Survey Tool 
 
(Screen 1 of the online survey) 
 
WELCOME 
Thank you for your interest in participating in study entitled Identifying Strategies to Increase the 
Recruitment and Retention of Minority Males in the Public Health Workforce: A Two-State 
Comparative Case Study Approach. 
 
ABOUT THE STUDY 
In the US, non-White males have higher rates of morbidity and mortality from chronic disease 
and health conditions as compared to other racial/ethnic groups. An essential element for 
achieving greater success in eliminating health disparities that exist among racial/ethnic groups is 
to increase the presence of minorities within public health careers.  While one of the most 
important competencies for a public health professional is the ability to work in culturally and 
racially diverse populations (Kreuter et al., 2011), patients are significantly more likely to 
receive their care and experience greater satisfaction from providers that are of the same racial or 
ethnic background. Despite the clear benefit of increasing workforce diversity, the racial/ethnic 
composition of the health professions workforce continues to lag behind the increasing diversity 
of the U.S. population (Mitchell & Lassiter, 2006). This is also seen in the public health sector. 
 
This study, focused on minority male public health workers in NC and VA, seeks to identify 
recruitment and retention strategies that are attractive to a public health workforce reflective of 
the communities a local health department (LHD) serves. This survey will assess the 
participants’ demographics, perceived organizational commitment, perceived occupational 
support, perceived supervisory support, and intent to vacate their current position through close-
ended survey questions. Open-ended survey questions are used to assess recruitment and 
retention practices used at the LHD.  
 
The study has been approved by the Georgia Southern University Institutional Review Board 
under protocol #20062. For more information, please contact the study's principle investigator, 
Melicent Miller at melicent_r_miller@georgiasouthern.edu.   
  
References: 
Kreuter, M. W., Griffith, D. J., Thompson, V., Brownson, R. C., McClure, S., Scharff, D.P., … 
Haire-Joshu, D. (2011). Lessons learned from a decade of focused recruitment and training to 
develop minority public health professionals. American Journal of Public Health, 101(Suppl 1), 
S188–S195. http://doi.org/10.2105/AJPH.2011.300122  
Mitchell, D. A., & Lassiter, S. L. (2006). Addressing health care disparities and increasing 
workforce diversity: the next step for the dental, medical, and public health professions. 
American Journal of Public Health, 96(12), 2093-2097. 
 
   








Are you 18 years or older? (Yes or No) 
 
What is your gender identity? (Male, Female, or Other/non-binary) 
 
What is your racial/ethnic identity? (White or non-White (Including Black or African American, 
American Indian or Alaska Native, Asian, Native Hawaiian or Pacific Islander, Other, or one or 
more race/ethnicity) 
 
Are you employed at state or local health department in North Carolina or Virginia? (Yes or No) 
 
 







You have been selected to participate in an online, confidential survey on employer recruitment 
and retention of public health workers. Your participation is voluntary and confidential. This 
research has been approved by the Georgia Southern University Institutional Research Board 
under tracking # H20062. 
 
The time needed to complete the questionnaire is approximately 15 minutes. Please note that the 
completion of all parts of this survey is voluntary, and all answers will be kept confidential 
(secret). If you choose to participate, you will be entered into a drawing for an electronic $100 
gift card from Amazon. 
 
If you agree to participate in the survey, click “Next” to be automatically be taken to the consent 
form for review and acceptance before continuing to the survey. 
 




Melicent Miller, MSPH 
Doctoral Student/Principle Investigator 
Georgia Southern University 
Jiann-Ping Hsu College of Public Health 
melicent_r_miller@georgiasouthern.edu 
336-207- 1244 




(Screen 4 of the online survey) 
 
 
Consent Form (See Appendix E) 
 
 
(Screen 5 of the online survey) 
 
Employee Recruitment and Retention Survey 
Perceived Organizational Support 
 
Instructions: Listed below and on the next several pages are statements that represent possible 
opinions that YOU may have about working at YOUR local health department. Please indicate 
the degree of your agreement or disagreement with each statement by selecting the response 
option that best represents your point of view about the following items.  Please choose from the 
following answers: 
 


















1. The organization values my contribution to its well-being. 
2. The organization fails to appreciate any extra effort from me. 
3. The organization would ignore any complaint from me. 
4. The organization really cares about my well-being. 
5. Even if I did the best job possible, the organization would fail to notice.  
6. The organization cares about my general satisfaction at work. 
7. The organization shows very little concern for me.  











(Screen 6 of the online survey) 
 
 
Employee Recruitment and Retention Survey  
Perceived Supervisor Support 
 
Instructions: Listed below and on the next several pages are statements that represent possible 
opinions that YOU may have about working at YOUR immediate supervisor.  Please indicate the 
degree of your agreement or disagreement with each statement by selecting the response option 
that best represents your point of view about the following items.  Please choose from the 
following answers: 
 

















9. The supervisor values my contribution to its well-being. 
10.  The supervisor appreciate any extra effort from me.  
11. The supervisor would not ignore any complaint from me.  
12. The supervisor really cares about my well-being. 
13. When I do the best job possible, the supervisor would notice.  
14. The supervisor cares about my general satisfaction at work. 
15. The supervisor shows concern for me. 
16. The supervisor takes pride in my accomplishments at work. 
 
 
(Screen 7 of the online survey) 
 
 
Employee Recruitment and Retention Survey  
Organizational commitment 
 
Instructions: Listed below and on the next several pages are statements that represent possible 
opinions that YOU may have about working at YOUR local health department.  Please indicate 
the degree of your agreement or disagreement with each statement by selecting the response 
option that best represents your point of view about the following items.  Please choose from the 
following answers: 























17. I do not feel like part of a family at my local health department. 
18. I feel emotionally attached to my local health department. 
19. Working at my local health department has a great deal of personal meaning for me. 
20.  I feel a strong sense of belonging to my local health department.  
21. My local health department does not deserve my loyalty.  
22.  I am proud to tell others that I work at my local health department.  
23.  I would be happy to work at my local health department until I retire. 
24.  I really feel that any problems faced by my local health department a real so my problems.  
25. I enjoy discussing my local health department with people outside of it.   
 
 
 (Screen 8 of the online survey) 
 
 
Employee Recruitment and Retention Survey 
Recruitment and Retention 
 
Instructions: This series of questions relates to retaining and recruiting staff at local health 
districts. Please answer the open-ended questions below. 
 
1. What methods for recruiting new staff (i.e., attracting staff to apply for positions) does 
your health district use?  
 
2. What methods of retaining staff (i.e., keeping staff on board) does your health district 
use? 
 
3. What methods does your health district use to ensure a diverse (e.g., age, race, gender, 
etc.) work force? 
 
4. Do you plan to leave your current position, if so select the reason(s) you plan to leave?   




Response options: Not planning to leave or retire, leaving for another job not in public 
health; Leaving for another job in public health; Planning to retire; Yes – other) 
 
5. What are the top factors for wanting to stay at your current job and work situation? 
 
6. What are the top factors for wanting to leave your current job and work situation? 
 
 
(Screen 9 of the online survey) 
 
 
Employee Recruitment and Retention Survey  
Participant Demographics 
 
Instructions: This series of questions relate to demographic characteristics. Please answer the 
questions below using the response items listed. 
 
1. What is the name of the local health department (LHD) within which you work? 
 
2. What is your title/role with the LHD? 
 
3. Do you provide public health education or services directly to the public?  (Response 
options: Yes or No) 
 
4. Does your position require you to interface (work) with the public to provide education 
and services related to chronic and/or infectious disease prevention or management? 
(Response options: Yes or No) 
 
5. How long have you worked in this role?  
 
6. Are you currently employed full-time at the local health department? (Response options: 
Full-time, Part-time, Contractor, Wage, Other______) 
 
7. What is your supervisory status? (Response options: I am not a supervisor, I am a 
supervisor, I am a manager, I am a director, Other:_______) 
 
 
8. Please indicate the highest degree you have attained. (Response options: High School; 
Associate Degree; Bachelor’s Degree; Master’s Degree, or Doctoral Degree) 
 
9. Which best describes your salary? (Response options: Less than $20,000; $20,000 to 
$34,999; $35,000 to $49,999; $50,000 to $74,999; $75,000 to $99,999; $100,000; or 
Unknown) 
 
10. How old are you today?  
 




11. With which gender do you identify? (Response options: Male, Female, or 
Other_________) 
    
12. With what race do you identify? Check all that apply (Response options: American Indian or 
Alaska Native, Asian, Black or African American, Native Hawaiian or Other Pacific 
Islander, or White) 
 
13. Are you Hispanic or Latino? (Response options: Yes or No) 
 
 
(Screen 10 of the online survey) 
 
Employee Recruitment and Retention Survey 
 
 
Thank you for your time. 
 
 If you have questions or concerns about the research study, please contact Melicent Miller at 
336-207- 1244 or melicent_r_miller@georgiasouthern.edu or Dr. Gulzar Shah at 912-478-
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Informed Consent to Interview 
 
Identifying Strategies to Increase the Recruitment and Retention of Minority Males in the Public 
Health Workforce: A Two-State Comparative Case Study Approach. 
 
My name is Melicent Miller, a doctoral student at the Jiann-Ping Hsu College of Public Health at 
Georgia Southern University. You are invited to participate in a research study entitled: 
Identifying Strategies to Increase the Recruitment and Retention of Minority Males in the Public 
Health Workforce: A Two-State Comparative Case Study Approach. Conducting this research is 
required in partial fulfillment of the requirements for the degree of Doctor of Public Health at 
Georgia Southern University. The purpose of the study is to assess local health district (LHD) 
workers’ perceptions of organizational and supervisory support, organizational commitment and 
LHD strategies to recruit and retain LHD workers. This interview is NOT an audit, and there is 
no repercussions for responding to the questions truthfully regarding your perceptions of your 
LHD. Your responses during this interview will be kept confidential. Your participation in this 
interview is entirely voluntary. You may choose, without negative consequences, not to 
participate or discontinue participation at any time. 
 
To ensure your confidentiality, your participation in this survey will remain completely secure. 
While you will be audio-recorded during the interview, your name, email, or any other 
identifiable information will not be linked to your responses or voice recording. The identity of 
the participants will not be disclosed in any publication or report generated from this study. 
Subsequent uses of record and data will be subject to standard data use policies which protect the 
anonymity of participants and local health districts. The list decoding the responses and audio 
recordings of the participants will be kept in a password protected database for a minimum of 
three years following the completion of the study. Databases will be maintained in a password 
protected secure system. Access to any data involved in this research will be limited to the 
Principal Investigator (Melicent Miller) and Co-investigator (Dr. Gulzar Shah). 
 
You will be directly involved in the study only as a participant. Participating in the study will 
help to inform employee recruitment and retention strategies and best practices that can be 
developed by local and state health departments to create a stronger public health workforce. A 
stronger public health workforce will be able to work toward reducing health disparities through 




community-level engagement, emphasizing equity, diversity, and cultural and linguistic 
(language) competency in public health. We believe that no significant risks exist for 
participants. However, participants may experience feelings of concern with regard to the 
privacy and confidentiality. Participants, due to the sensitive nature of the subject,  may 
experience decreased comfortability due to fear of employer retaliation for responses referencing 
their perceptions and opinions of LHD and leadership after hearing and responding to some of 
the interview questions.  
 
We understand that your time is valuable. However, we hope that the 30 minutes that it takes to 
complete the interview will help lead to new strategies used to increase retention and recruitment 
of public health workers to LHDs. If you agree to participate in the survey, click the check box 
below indicating that you give your consent to participate in the interview. Once you check the 
boxes below, you will automatically be taken to the next page where you will be able to schedule 
an interview and provide non-identifiable demographic information. For participating, you will 
receive a $25 electronic Amazon gift card via the email provided when scheduling the interview. 
Your email address will not be associated with your responses and will only be used to schedule 
the interview and send the gift card for your participation 
 
You must be 18 years of age or older to participate in this research study and work within an 
LHD in North Carolina or Virginia. You may be given a copy of the consent form for your 
records upon request. This research study has been reviewed and approved by the Georgia 
Southern University Institutional Research Board under tracking # H20062. 
 
If you have questions or concerns about the research study, please contact me at 336-207- 1244 
or melicent_r_miller@georgiasouthern.edu  or Dr. Gulzar Shah at 912-478-2419 or 
gshah@georgiasouthern.edu.  You may also contact Georgia Southern University Institutional 
Review Board for answers to questions about subject’s rights at 912-478-5465 or via email at  
irb@georgiasouthern.edu.  
 





Melicent Miller, MSPH 
Doctoral Student/Primary Investigator 
Georgia Southern University 













Employee Recruitment and Retention Interview Tool 
(Part I) 
 
(Screen 1 of the online interview screener) 
 
 
Thank you for your interest in participating in study entitled Identifying Strategies to Increase the 
Recruitment and Retention of Minority Males in the Public Health Workforce: A Two-State 
Comparative Case Study Approach. 
 













(Screen 2 of the online interview screener) 
 
 
Are you employed at state or local health department in North Carolina or Virginia? (Yes or No) 
 
Do you currently supervise staff at a state or local health department? (Yes or No) 
 
 






You have been selected to participate in an interview on employer recruitment and retention of 
public health workers. Your participation is voluntary and confidential. This research has been 
approved by the Georgia Southern University Institutional Research Board under tracking # 
H20062. 
 
The time needed to complete the questionnaire is approximately 30 minutes. Please note that the 
completion of all parts of this survey is voluntary, and all answers will be kept confidential 
(secret). If you choose to participate, you will receive a $25 e-gift card from Amazon.com.  
 
If you agree to participate in the survey, click “Next” to be automatically be taken to the consent 
form for review and acceptance before continuing scheduling your interview and responding to a 
brief survey.  
 




Melicent Miller, MSPH 
Doctoral Student/Primary Investigator 
Georgia Southern University 









Instructions: This series of questions relate to demographic characteristics. Please answer the 
questions below using the response items listed. 





1. What is the name of the health department within which you work? 
 
2. What is your title/role with the health department? 
 
3. Do you provide public health education or services directly to the public?  (Response 
options: Yes or No) 
 
4. Does your position require you to interface (work) with the public to provide education 
and services related to chronic and/or infectious disease prevention or management? 
(Response options: Yes or No) 
 
5. How long have you worked at your current health department? ______ 
 
6. How long have you worked in public health? _______ 
 
7. Are you currently employed full-time at the health department? (Response options: Full-
time, Part-time, Contractor, Wage, Other______) 
 
8. What is your supervisory status? (Response options: I am not a supervisor, I am a 
supervisor, I am a manager, I am a director, Other: _______) 
 
9. Please indicate the highest degree you have attained. (Response options: High School; 
Associate Degree; Bachelor’s Degree; Master’s Degree, or Doctoral Degree) 
 
10. Do you have a degree in public health? (Response options: Yes or No) 
 
11. Which best describes your salary? (Response options: Less than $20,000; $20,000 to 
$34,999; $35,000 to $49,999; $50,000 to $74,999; $75,000 to $99,999; $100,000; or 
Unknown) 
 
12. How old are you today?  
 
13. With which gender do you identify? (Response options: Male, Female, or Other_______) 
    
14. With what race do you identify? Check all that apply (Response options: American 
Indian or Alaska Native, Asian, Black or African American, Native Hawaiian or Other 
Pacific Islander, or White) 
 
15. Are you Hispanic or Latino? (Response options: Yes or No) 
 
 








Instructions: Please select the date or time to schedule your interview. 
 
[QualtricsTM scheduling feature will allow of one respondent to select an interview time] 
 
Select date: _____ 
Select time: ______ 
 
Please enter the email address that you would like to receive your interview confirmation. This 










Thank you for your time. We look forward to speaking with during the date and time 
scheduled for the interview portion of this study. 
 
If you have questions or concerns about the research study, please contact Melicent Miller at 
336-207- 1244 or melicent_r_miller@georgiasouthern.edu or Dr. Gulzar Shah at 912-478-
2419 or gshah@georgiasouthern.edu. 
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Informed Consent to Record (Verbal) 
 
Identifying Strategies to Increase the Recruitment and Retention of Minority Males in the Public 
Health Workforce: A Two-State Comparative Case Study Approach. 
 
Hello. My name is Melicent Miller, a doctoral student at the Jiann-Ping Hsu College of Public 
Health at Georgia Southern University. You are invited to participate in a research study entitled: 
Identifying Strategies to Increase the Recruitment and Retention of Minority Males in the Public 
Health Workforce: A Two-State Comparative Case Study Approach. The purpose of the study is 
to assess health department workers’ perceptions of organizational and supervisory support, 
organizational commitment and strategies to recruit and retain health department workers. 
 
Before we begin, I would like to take a few minutes to explain why I am inviting you to 
participate and what will be done with the information you provide. You will be asked to 
respond to questions in a short interview about recruitment and retention strategies for staff and 
your health department. Please stop me at any time if you have questions about the study. I will 
be interviewing approximately 30 health department staff who serve in a leadership role, such as 
a supervisor or manager, or in human resources and have a role in hiring and/or supervising staff. 
Conducting this research is required in partial fulfillment of the requirements for the degree of 
Doctor of Public Health at Georgia Southern University.  I may also use this information in 
articles that might be published, as well as in academic presentations.  
 
Your individual privacy and confidentiality of the information you provide will be maintained in 
all published and written data analysis resulting from the study. To ensure your confidentiality, 
your participation in this survey will remain completely secure. Your name, email, or any other 
identifiable information will not be linked to your responses or voice recording. Your identity 
will not be disclosed in any publication or report generated from this study.  
 
Your participation should take approximately 30 minutes. Please understand your participation is 
entirely on a voluntary basis, and you have the right to withdraw your consent or discontinue 




participation at any time without penalty. We believe that no significant risks exist for 
participants. However, you may experience feelings of concern with regard to the privacy and 
confidentiality. Due to the sensitive nature of the subject, you may experience decreased 
comfortability due to fear of employer retaliation for responses referencing their perceptions and 
opinions of health departments and leadership after hearing and responding to some of the 
interview questions. The benefits of your participating in the study will be to inform employee 
recruitment and retention strategies and best practices that can be developed by health 
departments to create a stronger public health workforce. A stronger public health workforce will 
be able to work toward reducing health disparities through community-level engagement, 
emphasizing equity, diversity, and cultural and linguistic (language) competency in public 
health.  
 
You will receive a $25 electronic Amazon gift card as payment for your participation. If at any 
time and for any reason, you would prefer not to answer any questions, please feel free to skip 
those. If at  
 
any time you would like to stop participating, please tell me. We can take a break, stop, and 
continue at a later date, or stop altogether. You will not be penalized for deciding to stop 
participation at any time.  
 
I would like to audio record this interview so as to make sure that I remember accurately all the 
information you provide. I will keep these recordings in a password protected files for a 
minimum of three years following the completion of the study. The files will be maintained in a 
password protected secure system. Access to any data involved in this research will be limited to 
the Principal Investigator (PI) (Melicent Miller) and Co-investigator (Dr. Gulzar Shah). If you 
have any questions, you are free to ask them now. If you have questions later, you may contact 
me, Melicent Miller, at 336-207- 1244 or melicent_r_miller@georgiasouthern.edu. If you have 
questions about your rights as a participant in this research, you can Georgia Southern University 
Institutional Review Board for answers to questions at 912-478-5465 or via email at  
irb@georgiasouthern.edu.  
 
Content to participate in Interview 
Do you consent to participating in this study? [If “yes” PI will proceed. If “no”, PI will thank the 
participant and end the interview.] 
 
Consent to Record Interview  
May I record this interview? [If “yes” PI will proceed. If “no”, PI will thank the participant and 
end the interview.] 
 
Consent to Quote from Interview  
I may wish to quote from this interview either in the presentations or articles resulting from this 
work. A pseudonym will be used in order to protect your identity. Do you allow me to quote 
from this interview? [If “yes”, PI will note pseudonym to be used for direct quotes. If “no”, PI 
will note not to use direct quotes from recorded interview.] 
 




Do you have any questions? [PI will respond to questions, if any.] We will now proceed to the 
interview questions. I will begin recording now. [PI will press “record” and begin interview. At 
the conclusion of the interview, the participant will be thanked for their time and participation. 

























APPENDIX J  
 
Employee Recruitment and Retention Interview- Interview Guide 
 (Part II) 
 
Health Department Interview Questions 
 
Questions 
1. What methods for recruiting new staff (i.e., attracting staff to apply for positions) does your 
health department use?  
 
2. What retention strategies such as specific training, staff reviews, coaching, or planning and 
evaluations been implemented?  
 
3. What are the biggest challenges within your health department to recruitment and retention 
(e.g., location, lack of teamwork, not welcoming newcomers, consumer demographics, or 
rural locations)? 
 
4. What has been tried to improve the situation (e.g., new recruitment strategies, teambuilding 
methods, enhanced training efforts, or other strategies)?  
 
5. What methods does your health department use to ensure a diverse (e.g., age, race, gender, 
etc.) work force? 
 
6. Have these efforts been successful? Why or why not? 
 
 
